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“THERE are only two conditions, or perhaps 

three, that make life in a city superior to 
life in the country. Chief is the exemption 
from unbridled and uninformed criticising gos- 
sip; next comes freedom from long night drives 
and sessions; and third the opportunity for 
counsel and assistance from professional breth- 
ren. This at least must be the opinion of the 
true lover of nature who likes to breathe air 
pure and undefiled by the bacterial dust of the 
city, to see the play of sunlight on prairie and 
bush, lake, river, or sea; to mark the flight and 
nature of birds; to learn the ways of beasts and 
insects and to become familiar with trees, shrubs, 
fruits and growing plants and flowers. Seeing 
and knowing these things the medical man be- 
comes exempt from those grosser materialisms, 
which clog the finer perceptions of human nature 
when too closely engaged in the strictly busi- 
ness and professional details of life. In fact a 
love of natural science furnishes a background 
to life which is a highly effective means of neu- 
tralizing friction and worry, the bane of modern 
existence. Furthermore a medical man has a 
mind trained to store knowledge in a scientific 
way, unencumbered by any difficulty in 
understanding scientific terms. Hence every 
medical man who would ‘‘speak with authority 
and not as the Seribes’’ in the affairs of life 
ought to have a good foundation of training in 
the arts to enable him the better to grapple with 
the science of a hobby as well as of his pro- 
fession. A hobby is not a madness but in con- 
tact with nature a gift divine. H gives distinc- 
tion to conversation, redeems it from common- 
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placeness, is a defence against ‘‘shop,’’ prevents 
boredom and assures a change in mental atmos- 
phere. It is a singular thing that so few western 
medical men and ministers of religion, who have 
both the time and opportunity, take sufficient 
interest in nature to become reliable sources of 
information, able to answer accurately some of 
the many questionings of inquirers both young 
and old. 

When I first came west from England some 
twenty-four years ago I found it almost impos- 
sible to get proper information on birds, trees, 
insects, and plants. I was invariably referred 
to the schoolteacher, who referred me to the 
school inspector, who in his turn was more than 
likely to refer me to one of the distinguished 
family of McIntyre here in Winnipeg. Now 
even the newspaper prints information about 
nature and there are many competent members 
of our horticultural and natural history societies 
who can supply correct information on these 
subjects. May I commend a country practice 
to our younger graduates as providing oppor- 
tunity not only for learning independence and 
power to tackle emergencies and how to deal 
with and manage human beings, but also for 
learning nature and perhaps adding to the com- 
mon stock of real knowledge? People sometimes 
talk of so-and-so being ‘‘buried in the country,’’ 
but as a matter of fact all but a few city prac- 
titioners become sooner or later buried in the 
city. To a young active medical man what is 
residence in an apartment block or crowded 
street compared with a country home and a gar- 
den cultivated by himself; the one relatively an 
arid existence; the other capable of becoming a 
paradise, a place where those children that are 
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sure to come, may play in freedom on their own 
sand-pile, learn from their male parent intu- 
itively that all birds are not ‘‘sparrows or little 
brown birds,’’ and even learn to associate the 
finest perceptions and instincts with him that 
begat them? And when he is choosing his pro- 
fessional armament let him remember to include 
a binocular rather than a gun. With a garden 
round his home and the wide country spaces for 
his practice, the medical man can foretell the 
times and seasons for the coming and going of 
the two hundred and fifty species of birds 
known in Manitoba; he can learn the stars and 
things celestial; perhaps solve the riddle of the 
Northern Lights, for he will often be out 
o’nights ; it will be he that sees the jumping deer, 
the badger, the beaver, the lynx, the coyote and 
perhaps both moose and bear, when others are 
blind. Perhaps, too, he is a fisherman and car- 
ries a rod and basket with his outfit. Early in 
the morning or late in the day there are endless 
opportunities for the observant eye trained to 
spot birds by the style of their flight, to find the 
hidden nest or lair, to spot the right place in 
the right season for the wild plants common or 


rare, or to find the eggs and larve of moth, but- 


terfly or other insect. If, too, he be an expert 
snapper with the camera what chances he will 
have to get bloodless trophies of his chase! 
My title to discourse thus on nature lies in the 
fact that during fifteen years of rural practice in 
Manitoba I found it possible to make a joint 
hobby of a garden, well stocked with perennial 
flowers and shrubs and of the observation of 
birds, while an interest in wild flowers and all 
living things gave further zest to the long drives 
which otherwise might have been supremely dull 
and monotonous. I lay no claim to be an artist 
with power to etch, to draw, or to paint, but 
somewhere in our souls are hidden artistic planes 
of appreciation expressible in words of the glor- 
ious effects of light and shade and colour pro- 
duced by the sunlight on the firmament, on the 
storm-cloud, and on the expansive snowy carpet 
of winter—Oh, the sunsets on the prairie! Ah, 
the glorious majesty of the storm-cloud! How 
ghostly strange are the friendly fringes of the 
Northern Lights ever changing, hanging cur- 
tains of finest gossamer, nay filigrees of ice, and 
yet not these, but willowy spectroscopic waves of 
ethereal essence through which the stars peer, 
all in noiseless motion while vast fingers leap 
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upward to touch the Pole-Star. How friendly; 
on a moonless night is thy pale light touched 
with green, Aurora of the North, when the trail 
is hard to see! Or after a long weary night’s 
session what a tonic it is to watch the sun rise 
over the blue undulating expanses of snow touch- 
ing each frozen wavelet with rosy tints, and if 
so be it March or April, to hear the horned larks 
or longspurs welcoming from every vantage 
point the coming light with a chorus of fine twit- 
tering notes of gladness. After eighty degrees 
Fahrenheit in a stuffy bedroom, air at fifteen 
or twenty degrees below zero tastes cool and 
sweet! Sunrise has its own glory, but human 
nature seems to respond more sympathetically 
to the charms of the sunset hour, when on 
the western horizon the golden orb sets in a 
bed of deepest orange, glowing and then paling 
fan-wise upwards into daffodil or lemon, glor- 
iously contrasted with the magnificently blue 
sky striped and lined with fleecy ridges of deep 
purple, puce or rosy tints; and as the light fades 
green and milky opal tints are revealed above 
the mysterious shades of night. Or when the 
first snow lies smooth on this year’s shining 
golden stubble, then may be seen the purest, pal- 
est sapphire tints reflected from the darker blue 
of the sky, producing the loveliest contrast be- 
tween the yellows of the stubble and the golden 
sunset. For wonderful majesty of cloud effects the 
old country excels at sunset ; here on the prairies 
we find it in the thunderstorm with its leaden- 
hued battlements of vapour piled like ‘‘ Pelion 
upon QOssa’’ crowned with dazzling white re- 
flections of sunlight whence slant sometimés 
those wicked shafts of hail so dreaded by the 
farmer in July. Within and behind the storm 
cloud sheet lightning plays mysteriously, 
silently, without the noise and crash of those 
gigantic electric sparks whose mighty zig-zag 
flight across the zenith or down to earth scores 
the clouds with a magnificent script. Then fol- 
lows the glory of the rainbow’s arch. How dif- 
ferent is the lunar rainbow seen more rarely, 
sometimes a mere are of pale ghostly light but 
at others revealing the colours of the spectrum 
dimly painted. All these scenes accompany 
the rural doctor on his long and sometimes weary 
rounds. And from the time the meadow-lark’s 
cheery sextette of liquid penetrating notes flutes 
forth in early April there comes a wonderful op- 
portunity to observe the wave upon wave of bird 
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migration across the prairies. Ah, if only our 
prairies and bush would flush green in April 
and that icy wave round about April 21st could 
be avoided, what a wonderful climate ours would 
be! But there is this compensation for the fact 
that. green leaves do not appear till May is well 
established, that the greater part of the migra- 
tion of birds northward takes place from early 
March to about May 10th and can be observed 
unhindered. After the dusts of April blow- 
ing off the plowed fields have ceased to blacken 
the doctor’s features and a gracious rain has 
fallen upon the prairie he notes the white sprays 
of the northern bed straw in the green grass 
mingling with the deep orange of the yellow 
puccoon, and sniffs their ambrosial odors as deli- 
cate and as rich as the exquisite fragrance of 
blossom-time when the saskatoon, the pin-cherry, 
the choke-cherry, the high-bush cranberry, and 
the dog-wood fill the bush with ravishing 
essences. Later when spring and summer join 
hands that distinctive prairie delight takes the 
nostrils by storm, the blooming of the ‘‘wolf 
willow,’’ each tiny yellow flower in the axils of 
the leaves filling the warm breeze with a delicate 
aroma as: distinctive of the west as its sunsets. 
Of if you skirt a reedy marsh all vibrant with 
trilling frogs you may see the dainty crimson 
pink globes of the laby-slipper known as Cypri- 
pedium spectabile, exotic in form but hardy in 
nature. Again in early July in bush and prairie 
the royal chalice of the prairie lily (LZ. Philadel- 
phicum) proclaims its kingship for the time be- 
ing. Later as the trail passes last year’s clearing 
in the bush the fire-weed (Epilobium augusti 
folium) in serried ranks of purple pyramids 
paints against the background of greenest under- 
brush a glorious splash of colour only to be com- 
pared to the masses of painted cup or Indian 
paintbrush (Castilleia Coccinea) seen so abun- 
dantly west of the Portage plains. And then 
comes the great month of the order, Composite, 
with its wealth of sunflowers, gaillardias, cone 
flowers, liatris, golden rods and purple asters, 
a great month for that honey flow which has 
eaused Manitoba to become a honey exporting 
province, and might provide another recreation 
for the:doctor in the country. So much for the 
wilder things in nature! But I am anxious to 
press the value and virtue of the garden round 
the home. In a country like this of ours where 
a garden of flowers and vegetables is possible 
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for six months in the year no medical man should 
deprive himself and family of the opportunity 
of being a centre of cultivation not only of 
plants but of the mind, because a garden can 
make people think and plan to the great relief 
of the other planes of brain effort. If it is a 
good garden it is the cynosure of many eyes and 
a stimulus to many minds and not least to the 
children. I would like my children to remem- 
ber me for my garden even more than for my 
games with them. In a garden you have a won- 
derful opportunity to come to a closer acquain- 
tance with the habits of many birds attracted by 
trees, bushes, and flowers, especially such birds 
as vireos, warblers and humming birds. Hence 
the quest of knowledge in this direction is 
greatly enhanced by the use of a binocular which 
brings the bird right under accurate observation 
without noise and at a sufficient distance to 
allow the observer to take in more or less at 
leisure those important details which give the 
clue to proper identification. Nothing interests 
both the boys and girls of a family so readily 
in bird lore as the use of a binocular which some- 
times reaches the family as a birthday present, 
either that or one of the hand-books, either of 
Burgess, Chester Reed or Frank Chapman. It 
was my good fortune some twenty-four years 
ago to appreciate the fact that, while everyone 
was willing to grow something to eat, few could 
see any special value in flower gardening. I was 
told that gardening was so different here from 
that of Ontario; here, so they said, a bare two 
months of flowers was all that could be achieved. 
It seemed to me that that was the fate of those 
who grew annuals only. Accordingly I set out 
to prove at first that four months of flowers 
could be claimed for this latitude, which after 
all corresponds with the north of France; and 
later was able to show by actual facts that even 
six months of flowering plants are possible to 
those who know what to grow. Nor is there 
any trick about this. In a Manitoba garden— 
and this applies to the whole prairie—the peren- 
nial plants are the backbone of that six months 
period which commences in April with certain 
species of crocus from Siberia, according to 
Frank L. Skinner, of Dropmore, Manitoba, and 
according to my own observation with the blue 
Siberian Squill (Scilla Sibirica) ending in 
October with pansies. After much pre-war 
writing in our western farm papers as well as 
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elsewhere including an extensive private corres- 
pondence it is good to see this fact acknowledged 
by distinguished physicians, surgeons, dentists 
and even obstetricians, not to speak of the 
sequestered precincts of the Medical Arts Build- 
ing! Business men, too, at last building on the 
accumulated experiences of the last twenty years 
are beginning to put money into gardening, be- 
cause after all, real estate has more appeal when 
it has a flower in its button-hole, metaphorically 
speaking. I would like here to acknowledge the 
kindness of one old-timer, James R. Bonny, of 
Marden, in giving me a start in perennials for 
a garden, which later was able to give others 
similar assistance in an area bounded by Chap- 
leau, Ontario and the Kettle River district in 
Alberta, nine hundred miles east and west. 
Twenty odd years ago it was something in the 
nature of an adventure this quest of nature in 
and out of a garden of flowers, which but for 
the ties of medical practice might have led one 
further afield, but at least it resulted in joining 
that band of two thousand bird observers scat- 
tered over the Americas of whom our greatest 
and best is Norman Criddle, of Aweme, Mani- 
toba. These observers report to the Biological 
Bureau of the Department of Agriculture in 
Washington, D.C., U.S.A., their notes on the 
migration of birds in the spring and fall and 
have done so for the last quarter of a century. 
In a country practice you can work in your 
garden and attend to your office without any 
difficulty. Patients are not as critical of your 
style of clothes as they are of medicine about 
which they are mostly as audacious as they are 
incompetent. When it is realized that with 
residents and migrants Manitoba harbours year 
in year out over two hundred and fifty species 
of birds, that the most modern plant list con- 
tains nearly 1,300 species, and that no one has 
yet furnished a complete list of our insect life, 


it is easily seen that the medical mind ean find, 


much to feed on in the problems arising out of 
so much living material. Let us ask a question 
or two. Coming home soon after dawn in late 


April you see on the summer fallow from the 


road a small flock of golden plovers. Whence 
have they come and whither are they going? 
They do not nest in cultivated Manitoba. These 
spent the winter from October to March in 
Brazil. In April they fly north; in May they 
reach the barren lands round Hudson’s Bay; 


THE CANADIAN MEDICAL ASSOCIATION JOURNAL 


in June they breed there and bring their youn; 
to flying maturity in July; in August they shift 
eastward to the Labrador coast feeding on the 
small fruits as they ripen; and finally early in 
September they make a non-stop flight from 
Nova Scotia back to South America, where of 
course they do not breed. 

Again, when does the humming bird arrive in 
Manitoba? If you have a yellow flowering cur- 
rant in your garden and some early tulips, you 
will find that this bird arrives about May 10th- 
12th corresponding to the date of flowering of 
currants and gooseberries. It nests all round 
the suburbs of Winnipeg in June and as far 
north as a line drawn from the south of Hud- 
son’s Bay to Alaska and prefers quiet groves 
of poplar or oak. After nesting duties are over 
it visits any garden growing larkspur, nastur- 
tiums and tobacco plants, leaving for the south 
about the second week of September. The ruby 
throat is the only humming bird that visits the 
prairie provinces. A little later in the month 
some trim little birds greenish grown with a 
suspicion of yellow about their flanks are search- 
ing the maples and elms assiduously for in- 
sects. Do you recognize them as quite distinct 
from sparrows and warblers and that they are 
vireos, two of them quite delightful songsters 
and all exquisite nest-builders? 

The American robin and the cat-bird devour 
large quantities of grubs, but though they do 
this service to the garden their nests are 
raided by small boys all round the cities, 
towns and villages of Manitoba. A medical 
man’s word and influence is of great value in 
protecting these birds just the same as it is in 
the matter of hawks and owls. Every practising 
medical man ought to know that. only three 
hawks, the goshawk, the sharp-skinned and 
Cooper’s hawk, and one owl species, the great 
horned owl, should be shot as poultry raiders. 
All the others are useful birds. In the matter 
of crows and English sparrows it is well to have 
a clear opinion in your own mind. Where does 
the king-bird winter, asks your small boy? and 
your neighbour tells you that somewhere be- 
tween Christmas and March he saw a robin. 
Did he? Even if he won’t believe you, it will 
be certain that he saw a male pine grosbeak or 
eross-bill. In the summer someone will bring 
you a bat found hanging on his maple, or a large 
pale green moth with purple markings and long 
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slender tails; or another five inches across the 
wings with wonderful peacock blue ‘‘eyes,’’ 
soft brown colouring and purple and yellow 
lines; or another nearly as large with rich crim- 
son blotches and ‘‘eyes’’ also on the wings— 
how much to your prestige as a man of learning 
will be added if you can tell your questioner 
something about the habits of bats and their 
useful insectivorous ways, and that the luna, 
the polyphemus and the cecropia moths are 
fairly common in bush districts in southern 
Manitoba? 

Again harking back to the garden there are 
many problems of hardiness in fruits and flowers 
yet to be solved. What constitues hardiness in 
any plant? The bleeding heart looks like a ten- 
der thing but it is hardier than Lilium candidum. 
An ironclad rose with full flowers and generous 
growth and scent is still to be found. We can 
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grow lots of lovely things from June to August 
31st but we need more flowering plants for 
April, May, and September, October if it be pos- 
sible to find them by experimenting with plants 
from all over the temperate north of the world. 

From these brief suggestions it can be seen 
that for the physician everywhere but especially 
in rural districts contacts with nature are an 
important part of that general culture which 
produced a man like the late Dr. Gordon Bell. 
It was this that gave so much charm to his con- 
versation. By these companionable traits he will 
always be remembered, and I imagine especially 
by those who foregathered with him in the 
natural delightful surroundings of Fox Lake. 
Our profession has ever thus provided men of 
his quality and doubtless will continue to sup- 
ply them in each generation. 


ON THE APPRECIATION OF ANATOMICAL RELATIONSHIPS 


J.-C. Bomzau Grant, MB., Ch.B., F.R.C.S. (Edin.) 


Professor of Anatomy in the Unwersity of Manitoba 


T is frequently stated and no doubt frequently 
believed that ‘‘ Anatomy is merely a question 
of memory.’’ For some reason the other sub- 
jects which enter into the medical curriculum 
are regarded as falling into a different category ; 
a knowledge of them once acquired is retained 
presumably forever. Whatever be the reasons 
why this belief is so prevalent, I would suggest 
on the contrary that a knowledge and under- 
standing of anatomical relationships and details 
depend upon an appreciation of certain prin- 
ciples and facts, and upon logical reasoning, as 
much as does a knowledge of other medical sub- 
jects. These remarks apply to all parts and to 
every structure in the human body. Just now, 
however, we shall illustrate our argument with 
examples taken from the abdomen, as it is the 
region of the body in which, perhaps, most gen- 
eral interest is displayed. 

When considering these abdominal relation- 
ships it is of the first importance ever to have 
before one’s mind the simple fact that the abdo- 
minal cavity exists in order to contain :— 


A.—The gastro-intestinal tract and its deriva- 
tives, (pancreas, liver and spleen), and, 

B.—Three paired glands, (adrenal, renal and 
sex glands). As Figure 1 indicates, during our 
early embryonic life—and for that matter during 
the adult life of many animals—these three 
paired glands and their ducts lie on each side 
of the vertebral column, and, at this early stage, 
are subperitoneal; that is to say, they are cov- 
ered by peritoneum only. At this same period, 
the gastro-intestinal canal is a straight tube of 
uniform calibre, which is slung from the front 
of the vertebral column and aorta by a mesen- 
tery. (Fig. 1 and Fig. 4). 

The intestinal canal eventually becomes about 
twenty-five feet long, and so can no longer limit 
itself to the middle line of the body. The small 
intestine becomes convoluted (Fig. 4), whilst 
the large intestine (Fig. 5) taking the superior 
mesentery artery as an axis, rotates around and 
encircles the small gut. Whereupon the mesen- 
teries of the ascending, descending and iliac 
portions of the colon adhere to the posterior 
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abdominal wall, thus rendering these segments 
of the colon fixed and immobile (Figs. 2 and 3). 


\VeRTeBR a. 
FIGURE 2. 


PERITONEAL SURFACES ADHERE 


ALONG THE DolredD Line 


FIGURE. 3. 


The transverse and pelvic segments of the colon 
alone retain their mesenteries. The rectum does 
not become lengthened. It alone, therefore, is 
enabled to retain its primitive position, and con- 
sequently it is to be found in the middle line 
of the pelvis. Owing to this rotation of the gut 
(Figs. 4 and 5), some portion of the small intes- 
tine must be crossed in front by the superior 
mesenteric vessels. In reality, it is the third 
part of the duodenum which is so crossed. Some 
believe that the crossing of the duodenum by 
these vessels is responsible for the dilations and 
diverticula which are not uncommonly met with 
in the duodenum. Again, the mesenteries of the 
ascending and descending portions of the colon 
may fail totally or in part to adhere to the pos- 
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terior abdominal wall; in which event these two 
parts of the gut, like the transverse and pelvic 
colons, retain their mesenteries and so remain 
free. It should now be self-evident that if the 
surgeon wishes to mobilize a portion of the colon 
without damage to its vessels he must incise 
the peritoneum on the lateral side of the gut; for 
we have seen that the vessels approach the .colon 
from a centre, as do spokes the rim of a wheel. 
Mobilizing the gut is, therefore, merely partially 
restoring it to its former embryonic position. 


- SPLEEN. 


COELIAC.A. 


ta -kMES. ART. 


S. MESENT. a. 


Ficure. 5. 


The liver and the pancreas arise as hollow out- 
growths from the second part of the duodenum. 
When they and the spleen appear, they all three 











develop between the two layers of the mesentery 
of the stomach and intestine, for morphologically 
they are median structures, as is their parent, 
the gut. The liver eventually grows to the right 
side of the abdominal cavity; the stomach, the 
pancreas and the spleen consequently are rele- 


gated to the left. From this we may enunciate 
another fundamental principle in abdominal 
relationships. It is that the gastro-intestinal 
‘‘apparatus’’ (stomach, intestines, liver, pan- 
creas, spleen and their blood vessels) occupies 
a plane in front of the three paired glands ‘‘ap- 
paratus’’ (adrenal, renal and sex glands, their 
blood vessels and ducts). The reasons for this 
are morphological. The principle is a crucial 
one. It allows of no exception. 

Anyone who has ever seen the inside of an 
abdomen is in a position to answer the ques- 
tion ‘‘What are the anterior relations of the 
kidneys?’’ One soliloquises thus, ‘‘The kidneys 
are obviously three or four inches long. They 
lie in the upper part of the abdominal cavity. 
They belong to the three paired gland system, 


on which account their only anterior relations ° 


can be the gastro-intestinal tract, its derivatives 
and vessels.’? And then one replies, ‘‘ Anterior 
to (in front of) the right kidney we find the 
liver, duodenum and the right flexure of the 
colon with its vessels. In front of the left, lie 
the stomach, the pancreas, the spleen, and the 
left flexure of the colon with its vessels. Coils 
of small intestine also may lie in front of the 
lowest part. of each kidney.’’ Surely little or no 
memory is needed in this; nor, if one has fol- 
lowed the above argument, is it possible to make 
a mistake of any moment as to these relation- 
ships. 

Of the second group of structures which the 
abdominal cavity exists to contain (viz., the 
three paired glands) the adrenals have an inter- 
nal secretion and are ductless; the kidneys have 
an external secretion, hence the ureters; whereas, 
the sex glands have both internal and external 
secretions, their ducts being in the case of the 
testes, the vasa deferentia, in the case of the 
ovaries, the Fallopian tubes. 

As we have already insisted, these three 
glands, their ducts and vessels, were in early 
embryonic life sub-peritoneal. In later embry- 
onic life, parts of the gastro-intestinal tract, its 
vessels and derivatives, come to lie in front of 
them (Figs. 1, 2, and 3), That the testis (or 
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ovary) descends is common knowledge; that the 
kidney ascends is equally true, though it may be 
less commonly known. As, then, the testis and 
kidney migrate, the one down and the other up, 
they must cross each other, and in crossing one 
must obviously pass in front of the other. If 
one is not familiar with the developmental his- 
tory of these glands, to remember which crosses 
anterior to the other may become a matter of 
memory, though quite a permissible mnemonic 
presents itself in the fact that it is usual to oper- 
ate on the kidney from behind and on the testis 
from the front. This happens to be the rela- 
tionship of the one gland to the other as they 
eross (Fig. 6). As did the thread which 





LEFT SIDE * DURING MIGRATION. 


RIGHTSIDE 2 AFTER MIGRATION. 

FIGURE. 6. 
Theseus trailed after him in the labyrinth, indi- 
eate to him by what paths he had wended his 
way, so do the ureters indicate to us the paths 
of migration of the kidneys, and the deferent 
ducts and the spermatic vessels, the paths of the 
testes. 

We are now in a position—if we have fol- 
lowed this elementary reasoning—to discuss the 
anterior relations of the ureters. Originally, 
from end to end, they lay immediately subjacent 
to the peritoneum; now, they lie behind parts 
of the gastro-intestinal tract or its derivatives 
and blood supply, and also behind the vessels 
and ducts of the testes. In accordance with our 
stated principles they cannot by any possibility 
possess.any other anterior relations. On’ the 
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right side, then, in the abdomen the ureter is 
crossed by the vessels to the right testis. In the 
pelvis, their relations are simple and primitive, 
because the gastro-intestinal tract, here repre- 
sented by the rectum, has not become elongated, 
but has retained its position in the middle line. 
As a result, the ureter in this region remains 
subperitoneal, save where it is crossed by the 
deferent duct, which happens to be at the base 
of the bladder (Fig. 6). The relations of the 
deferent duct are even more simple, for in the 
pelvis it is entirely subperitoneal. So true is 
this, that it will be found if the peritoneum be 
stripped from the pelvic wall that it will carry 
these two ducts (ureter and vas deferens) with 
it, for they are embedded in the subperitoneal 
areolar tissue. This is a matter of some surgical 
importance, as ignorance of the fact has led 
before now to damage to the ureter. It is also 
important because it makes the dissecting out 
of a diseased deferent duct a matter of anatomi- 
cal simplicity. Now also it is easy to understand 
why the lymph glands which drain the testis 
and the ovary lie in the lumbar region, whereas 
those which drain the scrotum and labium majus 
are situated in the groin. These are matters for 
appreciation, not for memory. 

The veins draining the gastro-intestinal tract 
filter the products of digestion through the liver 
via the portal vein. The veins from the spleen 
and pancreas must do likewise, for are not these 
two organs gastro-intestinal offshoots; but no 
other vein dare enter the portal system. To sug- 
gest that an adrenal or a lumbar vein should 
pour its blood into, say, the splenic vein (as is 
too often done), is to confuse two morphologically 
separate systems, and is equivalent to confusing 
a hot water system with an electric lighting one. 

The veins draining the three paired glands 
pour their blood directly or indirectly into the 
inferior vena cava. We are aware that most of 
the vessels of the body were at an early stage of 
our development symmetrical. We had two 
aortic arches, two superior vene cave, two 
azygos veins, and two inferior vene cave. In 
the cases of the veins just instanced, those of 
the left side largely disappear, and those of the 
right side gain in importance. We were in pos- 
session, then, at one time, of a right and of a 
left inferior vena cava, and the three glands of 
each side poured their blood into their respective 
caval veins (Fig. 7). The appearance of two 
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cross-connecting veins, the lower of which be- 
comes the left common iliac, and the upper the 
greater part of the left renal, renders the left 
vena cava superfluous. It disappears. As a 
result the adrenal and spermatic veins of the 
left side no longer open into the inferior vena 
cava, but into the left renal vein of adult 
anatomy. (Fig. 8). 


FIGURE. 7. 
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Now, we see the absurdity of suggesting that a 
spermatic vein should open into the inferior 
mesenteric or that an adrenal vein should join 
the splenic. 
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We are now in a position to answer the ques- 
tion, ‘‘What is the length of the left renal 
vein?’’ This is easy to ealeulate. It is as long 
as the right vein, plus the breadth of the one- 
time left inferior vena cava, plus the breadth of 
the aorta (Fig. 8). It must, accordingly, be 
well over three inches long in the adult. This 
is not without its significance. For example, it 
is on account of the greater length of the left 
renal vein that the vena cava is less liable to 
be torn or otherwise injured during an oper- 
ation on the left kidney than on the right. For 
the same reason tumours spreading from the 
kidney along the renal vein, are more readily 
intercepted on the left than on the right side. 
The different method of ending of the two sper- 
matic veins is perhaps concerned with the pre- 
valence of left over right varicocele. 

In so far as levels are concerned, two points 
are invaluable. One is the level of the trans- 
pyloric plane; the other the level of the umbili- 
cus. The transpyloric plane is half-way between 
the top of the sternum and the top of the pubis. 
Its level is between the first and second lumbar 
vertebre. The level of the umbilicus, though 
varying with age and sex, lies between the third 
and fourth lumbar vertebra. If these levels, 
(between 1 and 2, and between 3 and 4) have 
not impressed themselves upon our memories 
we had better take the necessary steps to memor- 
ize them, because we cannot proceed without 
them. Given these landmarks we can estimate 
other levels such lines of deduction as 
these—as with the fish, so with us, the cesophagus 
was at one time a sphincter which separated the 
mouth from the stomach. With the advent of 
our lungs and subsequent to their expansion the 
diaphragm was depressed and came to separate 
the thorax from the abdomen. It dragged its 
nerve, the phrenic, after it, hence the cervical 
origin of this nerve. The diaphragm in its turn 
pushed the stomach before it, thus drawing out 
the sphincterlike esophagus into a tube. The 
ceeliae artery, the blood pipe to the stomach, was 
likewise forced down as far as the diaphragm 
descended in the middle line (Fig. 9); that is 
to say, to the junction of thorax and abdomen, 
i.e., between the last thoracic and first lumbar 
vertebre. This, of is the breadth of a 


alone 


course, 


vertebra and a dise above the transpylorie plane. 
It would appear that the celiae artery had re- 
sisted the downward course of the diaphragm in 
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the middle line, but it has not prevented the 
downward growth of the erura of the diaphragm, 
which, as it were, sit astride the artery. 


FIGURE 9. 
the celiae artery are the eceliae 
ganglia (the solar plexus), therefore, lie 
in front of the aorta and at each side extend in 
front of the crura. Their level is easily located. 
Lateral to the ganglia are situated the adrenal 
glands. In fact; the medulla of the adrenals is 
developed in conjunction with the ganglia, and 
many nerve fibres are seen extending between the 
two. Hence adrenalin, which acts upon sympa- 
thetic nerve endings, is obtained from the 
medulla, but not from the cortex, of the adrenal 
eland. The adrenals also, therefore, lie in front 
of the crura just lateral to the coeliac ganglia. 
Their levels and surface markings can surely 
be gauged easily enough. And, we know that 
they extend as far down as the hila of the kid- 
neys. The kidneys, belonging to the same plane 
as the adrenals, therefore, lie in part in 
front of the erura. And, if a kidney in the 
adult is three or four inches long, we can eal- 
culate the location of its upper and lower poles 
with ease and accuracy. 

We have seen that the celiac arter 
to have 


Surrounding 
which, 


also, 


y appears 
arrested the diaphragm in its descent. 
In the same manner the superior mesenteric 
artery appears to have arrested the upward 
movement of the left renal vein. These two last 
are in direct contact 


named vessels, therefore, 
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with each other. We have now a clue to the 
level at which the renal artery, the companion 
of the renal vein, springs from the aorta,— 
naturally at the same level as does the superior 
mesenteric (Fig. 9). The posterior relations of 
the pancreas now unfold themselves (given one 
more fact,—that it is shaped like a capital ‘‘J’’ 
placed horizontally, with the stem extending to 
the left and the hook encircling the superior 
mesenteric artery). Its posterior relations are, 
—the renal vessels with any branches they may 
have, and if the renal vessels, both right and 
left, then the aorta and inferior vena cava from 
which these vessels spring. And, it extends 
across the left adrenal gland on to the front of 
the left kidney. This is all in keeping with our 
axiom, that the gastro-intestinal tract and its 
derivatives must lie anterior to the three paired 
glands, their vessels and ducts. 

A horseshoe kidney—not a _rarity—would 
have its ascent retarded by the inferior mesen- 
teric artery, whose stem would, therefore, cross 
in front of such a kidney. The psoas muscle 
appears to have pushed the sympathetic trunk 
into its position; in which case the trunk is to 
be sought for, not near, but in contact with the 
anterior border of the psoas. With this obser- 
vation any difficulties which the relationships of 
the sympathetic might otherwise have had, at 
onee vanish. We have all seen, though but few 
of us have noted, that the attachment of fleshy 
fibres of a muscle to a bone leaves no mark upon 
that bone, and also that the attachment of fascize 
and aponeuroses creates ridges or lines, e.g. the 
ridges on the fibula, the supracondylar lines and 
the linea aspera of the femur, the temporal lines 
of the skull, all give attachment to fascia, 
aponeuroses, intermuscular septa or to interos- 
seous membranes. If one is informed that the 
adductor longus muscle is inserted into the linea 
aspera of the femur, it is‘a sine qua non that its 
insertion is aponeurotic; and the converse is 
equally true. This is fundamental. Now we 
know why a knowledge of the bones is essential 
to a knowledge of the muscles, and why to at- 
tempt to understand the one without the other is 
mere folly. Equally fundamental and equally eas- 
ily observed, is the fact that neither muscles nor 
Where 
these lie on bone the surface is always smooth 
and rounded. The iliacus muscle arises from the 
iliac fossa. The iliac fossa is as smooth as a 


vessels nor nerves can pass over ridges. 
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pane of glass. It is, then, unnecessary to refer 
to a textbook or even to a cadaver to know the 
manner of origin of the iliacus. The pelvic 
brim is sharp in its anterior four-fifths, 
rounded in its posterior one-fifth. It follows, 
therefore, that no muscles cross the brim in con- 
tact with its anterior four-fifths, which in fact, 
gives attachment throughout to the iliac fascia, 
and at its most anterior part to Gimbernat’s liga- 
ment, as well as to the conjoined tendon. The 
posterior one-fifth is crossed and pressed upon 
by the lumbo-sacral cord on its way to join the 
sciatic nerve, and by the ilio-lumbar artery. 
Any fascia which is attached here must be weak 
and interrupted. The markings on bones all 
have some meaning, as have the irregularities on 
the earth’s surface. 

Fascia is made of the same ‘‘stuff’’ as ten- 
dons, ligaments, the sclerotic of the eye, and the 
dura mater; and it is practically inelastic. 
Hence, organs such as the csophagus, rectum, 
bladder, which have to expand and contract, are 
surrounded by loose areolar tissue, but not by 
fascia. There can be no deep fascia on the abdo- 
minal wall; if there were, one would look for- 
ward rather with apprehension than with plea- 
sure to the next meal, and abdominal respiration 
would be impossible. Neither, and for the same 
reason, can there be any true fascia lining the 
inside of the The 
transversalis areolar tissue, 
which, no doubt for compensatory purposes, is 
strongest about the ‘‘hernial regions.’ 

The external iliac vessels (artery, vein and 
lymphatics), as they pass into the thigh behind 
Poupart’s ligament, to become known as the 
femoral vessels, carry before them tubular cover- 
ings of this so-called fascia transversalis; the 
more or less roomy lymphatic tube forming the 
site for femoral hernia. 


anterior abdominal wall. 


fascia is but an 


** Has the femoral nerve 
a similar covering or sheath?’’ The answer is, 
‘**No,’’ the reason being that the vessels are sub- 
peritoneal, as is the heart, of which they are 
main branches, subpericardial; they lie within 
the body cavity. To pass into the thigh, there- 


fore, the vessels require to pierce the body wall 
(and of this the fascia transversalis is a part) 
from within. 


The nerves emerge from the verte- 
They are of the body wall, and 
were they to pierce the fascia transversalis, it 
would have to be from without. 


bral column. 


That is to say, 
by piercing the fascia transversalis, they would 
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make an entrance into—not an exit from—the 
abdominal cavity. The femoral nerve, then, 
never having had an opportunity to acquire a 
sheath, has none. For the same reason the pelvie 
fascia separates the sacral plexus from the inter- 
nal iliac (hypogastric) vessels and their bran- 
ches; the nerves lying on the outside of the 
fascia and the vessels on the inside. Because 
femoral vessels diverge from the heart, which is 
placed in the centre of the body, and because 
the nerves course in the body wall, it follows 
that the femoral nerve approaches the femoral 
vessels from the lateral side, which position it 
maintains, i.e., the femoral nerve lies lateral 
to the femoral vessels. These points if appre- 
ciated do not require to be memorized. 

The flat cells which line the peritoneal cavity 
are no more ‘‘the peritoneum’’ than is the wall 
paper on a wall ‘‘the wall.’’ These flat serous 
cells lie on an areolar membrane, and together 
with it constitute ‘‘the peritoneum,’’—a matter 
of some moment. When Figure 1 became trans- 
formed into Figure 3 the serous cells of the sur- 
faces which came into contact were absorbed, but 


Routine Urine Examinations in University. — 
At the University of California, a compulsory 
physical examination is required of all students 
on matriculation according to Robert T. 
Berkeley, Calif. 


Legge, 
The record of this examination 
is utilized on every occasion on which hospital 
or dispensary care is required, as it contains the 
full personal and family history and the com- 
plete physical findings. During the fall semes- 
ter of 1924, 1,224 men students, averaging in 
age from eighteen to twenty years, were given 
complete chemical and microscopic urine exam- 
inations, and 4.2 per cent were found to have 
abnormal urine findings. In several of the sam- 
ples submitted, two or more abnormalities were 
found. Of the fifty-one students whose urine 
specimens were regarded as abnormal, the fol- 
lowing conditions were present: albumin (faint 
trace), thirty-four; alubmin (decided trace), 
6; sugar reduction, three; mucus, twenty-one; 
pus cells, seventeen; red cells, four; granular 
casts, 4, and hyaline casts, six. All these stu- 
dent cases were followed up, and it is of interest 
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the areolar membranes lived on. The inferior 
vena cava was once subperitoneal, but when the 
duodenum, the pancreas and the common bile 
duct came to lie in front of it, the peritoneal 
cells of the contact surfaces of these structures 
were absorbed, but the areolar membranes per- 
sisted. When the surgeon is manipulating the 
common bile duct this areolar membrane pro- 
tects the vena cava from injury. It is the means 
of its salvation, for which reason it becomes of 
anatomical importance. 

So the story runs. We would avoid further 
elaboration, because, as we said in our prefacing 
remarks, all we are anxious to show is, that to 
endeavour to know one’s anatomy by committing 
it to memory is more than likely to be futile. 
To obtain a grasp of the subject it is first neces- 
sary to appreciate certain principles, then, to 
apply those principles continually and also to 
make use of such methods of reasoning as we 
If the student would recall to 
mind an anatomical picture with any degree of 
accuracy, this is a habit of mind he should eul- 
tivate as he approaches the subject. 


have suggested. 


to observe the actual end-results and diagnosis. 
The specimens with faint traces of albumin de- 
termined in this group, in the majority of in- 
stances, were found to be physiologic, either as 
a result of a preliminary shower, or the escape 
of prostatic seeretion during the excitement of 
the examination and the straining in the act of 
micturition. These cleared up on subsequent 

Of the six with decided traces, 
with or without casts, two were nephritic and 


examinations. 


one had a history of previous eruptive fevers. 
In three cases with red and white cells in the 
urine, two proved to be tuberculosis of the kid- 
ney and one a ease of nephrolithiasis. The diag- 
nosis. was confirmed by cystoscopic and roent- 
and inoculation. 
The patients that needed surgical treatment 


gen-ray examination animal 
were referred for operation, and the remainder 
were treated medically. The point made is that, 
with the exception of one case, none of these 
students realized that they possessed any kidney 
or bladder lesions—Jour. A. M. A., April 4, 
1925. 
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THE VALUE OF X-RAYS IN OBSTETRICS* 
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“HAY E you a pair of eyes, Mr. Weller?”’ 
‘“Yes, I have a pair of eyes,’’ replied 

Sam, ‘‘and that’s just it. If they was a pair 

0’ patent double million magnifyin’ gas micro- 

scopes of hextra power, p’raps I might be 

able to see through a flight o’ stairs and a 

deal door; but bein’ only eyes you see, my 

wision’s limited.”’ 

Until the labours of Crookes and Roentgen had 
given man the wonderful gift of those ‘‘magni- 
fyin’ gas microscopes of hextra power’’ which, 
for want of a better term we eall the x-rays, 
man had to depend on a pair of eyes. Nowadays 
to be able to ‘‘see through a flight 0’ stairs and 
a deal door’’ is not only possible but is a matter 
of everyday occurrence. Medicine was quick to 
apprehend the value of this new marvel and to- 
day the roentgenologist rivals the pathologist in 
assisting the Indeed in the 
smaller hospitals of the Canadian Northwest the 
X-ray apparatus is usually installed before a 
pathological laboratory is established. 

From the nature of the discovery its appli- 
cation was first made in surgery. 


diagnostician. 


Later, internal 
medicine made use of this new handmaid and 
more recently still its value has come to be 
appreciated in the other member of the triad, 
obstetrics. 

The place of the x-rays in obstetries will be 
considered in the four periods: (a) before 
pregnancy; (b) during pregnaney; (c) during 
labour; (d) in the puerperium. It will be 
readily appreciated that the greatest field of 
usefulness lies within the second of 
periods. 


these 


*Read before the Winnipeg Medical Society, Feb 
20, 1925. 7 


Before proceeding to discuss the value of the 
x-rays their possible deleterious action on the 
ovum should be considered. 
tifie workers have found that by x-ray irradia- 


Numerous scien- 


tion it is possible to produce embryonic abnor- 
malities in amphibian and other forms: of lower 
life. Bailey and Bagg,’ on the strength of ex- 
perimental work on the lower animals reach 
this conclusion: ‘‘Irradiation of the ovum, dur- 
ing early pregnancy should never be permitted. 
Radiation in late pregnancy while it may not 
produce gross abnormality at birth, may hinder 
the growth and development of the child in 
later life.’’ This, however, refers to extensive 
and prolonged exposure to the rays and not to 
the momentary 
roentgenogram. 


exposure needed to secure a 
In Ilorner’s? extensive series 
in the Chicago Lying-In Hospital, not a single 
instance of maldevelopment, physical or mental, 
has occurred. This coincides with our exper- 
ience in a much smaller series. 

3efore pregnancy the x-rays may be used to 
throw light upon the size, shape, and general 
conformation of the pelvis; the effect on the 
development of the pelvis of such lesions as 
double congenital dislocation of the hip, tuber- 
culous coxitis, fractures of the pelvis, amputa- 
tion of a lower extremity in childhood; the de- 
tection 
exostoses, ete. 


of bony tumours, sacro-iliae disease, 
Already considerable work has 
been done in roentgenographic pelvimetry by 
Tweedy,*® Fabre* and Chamberlain and Newell.’ 

In the first trimester of pregnancy, the x-rays 
are used chiefly for the study of the pelvis. 
Reuben Peterson,® however, claims that enlarge- 
ment of the uterus at the isthmus, ie. the part 


between the intra-vaginal cervix and the corpus 
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uteri, can be demonstrated by means of pneumo- 
peritoneal roentgenography from the sixth to 
the tenth week of pregnancy. This enlarge- 
ment of the isthmus he believes to be a definite 
sign of pregnancy. Ossification begins about 
the fifth or sixth week of intra-uterine life in the 
clavicle, and ossifie centres appear in nearly all 
the bones of the skeleton by the twelfth week. 
However, the technical difficulties in the way of 
securing satisfactory shadows of these small thin 
bones through the maternal soft tissues and the 
liquor amnii are so great that only in excep- 
tional circumstances can a satisfactory picture 
of the fetal skeleton be obtained before four 
and a half months. Edling’ reports nineteen 
cases of pregnancy under five months duration, 
in which x-ray examination of the abdomen was 
made. Three cases belonged clinically to the 
third, five between the third and fourth, seven 
in the fourth, and four between the fourth and 
fifth months and of these only one gave an un- 
certain result; the others were all positive in 
that at least a part of the foetal skeleton: could 
ba demonstrated. 

In the second trimester a satisfactory picture 
of the fetal skeleton can usually be obtained. 


Stein and Arens*® regard the roentgenogram of 
the foetal skeleton as the earliest demonstrable 


sign of pregnancy. In their experience it has 


been only in exceptional circumstances that they 
have been able to visualize the fetal skeleton 


Fic. 1.—Patient six months pregnant. Barium 
series taken for suspected gastric ulcer. The fetal 
head is obscured by barium in rectum but the outline 
of the fetal spine and bones of lower extremity can be 
seen. 
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prior to mid term. The youngest fetus they 
have been able to demonstrate has been esti- 
mated to be about thirteen weeks. They point 
out that prior to mid term the entire skeletal 
structure cannot usually be clearly outlined. 
Only an extremity, a few vertebre, the head or 
a part thereof may appear. When the head can 
be seen it is the occipital bone which is usually 
observed and if other cranial bones are also 
visible, the occiput is always the densest. 
Lynch® has made a careful study of the pelvic 
articulations by means of the x-rays during 
pregnancy, labour, and the puerperium. He 
concludes that in.many women there is a con- 
siderable separation at the symphysis and the 
sacro-iliae joints during pregnancy and labour. 


F 


Fic. 3.—Fetus at term, normal pelvis. 





1204 


In the third trimester of pregnancy the entire 
fetal skeleton can usually be demonstrated ex- 
cept in very obese subjects. Not only can the 
presenting part be determined but also the posi- 
tion of the fetus in utero. It may happen that 
films of the same subject taken at different dates 
may show variations in the position of the foetus 
or even the substitution of the presenting part, 
or, in other words the occurrence of an autover- 
sion. In one of our series an x-ray film of 
a patient awaiting labour showed the breech pre- 
senting. Another film of the same patient taken 
two days later showed the head presenting. 
The comparative proportions of the head and 
inlet can be determined. 


The presence of twins 
or triplets suspected or definitely diagnosed by 
clinical methods may be confirmed by the x-rays. 


Fic. 4.—Lateral view of twin pregnancy in a pri- 
mipara. Last menstrual period July 12, 1923. X-ray 
taken Jan. 21, 1924. Patient delivered Feb. 1, 1924, 
of twin boy and girl. 


In some cases where pregnancy is denied, espec- 
ially where the pregnancy is illegitimate, the 
unmistakable shadow of a fetal skeleton will 
convinee the most obdurate patient or her rela- 
tives; conversely, a blank plate may convince the 
self-deluded victim of pseudocyesis that no preg- 
nancy exists. 

Fetal abnormalities such as hydrocephalus, 
anencephalus, spina bifida, double monsters, etc., 
‘an be diagnosed before delivery as pointed out 
by Dorland’® and Greenhill.1! The latter calls 
attention to the possible association of placenta 
previa with some abnormality in cases in which 
Cesarean section may be contemplated, and to 
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the advisability of ascertaining by physical 
examination and especially by x-ray picture 
whether the foetus has a deformity. 

Moss’’ also points out the advisabiilty of hav- 
ing an x-ray film taken in cases of suspected 
foetal abnormality since, if such is diagnosed 
and any difficulty is encountered at labour, per- 
foration of the head will be performed in pre- 
ference to a difficult forceps delivery, symphy- 
siotomy or Cesarean section. 


Fic. 5.—Separation of symphysis following foreeps 
delivery of multipara with flat pelvis Aug, 23, 1924. 
X-ray taken Oct. 16, 1924. 


Fic. 6.—Same pelvis two months after wiring symphysis 


Spalding’* and Horner’ independently and 
almost simultaneously pointed out the possibility 
of definitely diagnosing death of the foetus in 
utero from the study of the feetal skull in the 
x-ray film. The changes as a result of death 
are marked overlapping of the skull bones with 
distinct signs of shrinkage of the skull contents. 
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During labour the relation of the foetal head to 
the inlet, the presence of foetal abnormalities, 
the existence of twins, separation of pelvic joints, 
ete., may be determined. 

After labour fractures of the pelvis, separ- 
ation of the pelvie bones, and the healing of 
a pubiotomized pelvis can be studied by the 
x-rays in the case of the mother, and in the case 
of the child fractures of the skull or long bones, 
dextrocardia and other abnormalities may be 
detected. 

In the teaching of obstetrics well chosen and 
clear plates will serve to illustrate didactic lee- 
tures. The position and attitude of the foetus in 
utero can be shown vividly and the x-ray film 
of a hydrocephalic head once seen will never 
be forgotten. Knowledge presented through the 
medium of the eye is readily apprehended. 

The technique employed by one of us 
(M.R.M.) in radiography of pregnancy is as 
follows:—The patient is placed in the prone 
position with chest and thighs supported with 
pillows. The factors used are 10 M.A. current, 
87 K.V., 15 seconds exposure, Bucky diaphragm. 
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Our thanks are extended to Dr. C. J. MeMil- 
lan, radiologist of the Winnipeg General Hos- 
pital, for valuable advice and to Mr. C. J. 
Bodle, who made the lantern slides and prints. 
All the prints which figure in the illustrations 
are from untouched negatives. 
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THE CLASSIFICATION OF POST-OPERATIVE PULMONARY 
LESIONS* 


Norman B. Gwyn, M.B., (Tor.) 


HE interesting history of the cases of mas- 
sive collapse of the lung’? seen within a few 
hours of operation and the not infrequent oc- 
currence on the other hand of attacks of pleurisy 
late in the post-operative period,® suggested a 
review of the post-operative pulmonary compli- 
cations in clean surgical procedures, with the 
idea that perhaps some reclassification of these 
interesting and serious accidents could be made. 
The restriction ‘‘clean cases’’ is imposed for 
the simple reason that in infectious conditions 
the existing febrile reaction clouds a well drawn 
picture and because in such conditions a septic 
thrombo-phlebitis is frequently in existence be- 
fore the operation. The abundant material in 
the records of the surgical services of Dr. C. L. 
Starr at the Toronto General Hospital was made 


*Read before the Association of American Physicians, 
Washington, D.C., May 7, 1925. 


use of, every case of pulmonary disorder sub- 
sequent to operation was analyzed: a wealth of 
interesting incidents was found and one feels 
that a provisional classification can be made of— 
1. The early irritative conditions. 2. The later 
occurring embolic lesions. 

A diagram made from the diagnoses alone 
shows that the cases labelled pneumonia, 
broncho-pneumonia, and bronchitis are by far 
the most numerous and occur very largely in 
the first forty-eight hours (Chart I.): they are 
signalized by acute progressive symptoms and 
physical signs; one may say that a lung lesion 
developing later than seventy-two hours after 
operation does not belong to the group of ‘‘irri- 
tative lesions’’, broncho-pneumonia, bronchitis, 
massive collapse, and fat embolism (Chart I). 

A second diagram, made also from the diag- 
noses, indicates very clearly that acute painful 
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Cuart I. 


Appearance of bronchitis. 


symptoms Cases diagnosed broncho-pneumonia. 
At once 12 to 24 36 48 72 96 hrs. to 
to 8 hrs. hrs. hrs. hrs. hrs. 10 days 


No. of 
cases 


so 


The period, in hours, after operation in which 
‘irritation lesions’’ appear. 


Cuart II. 
Cases diagnosed pleurisy. 
Days 
5, 6, 7, 8, 9, 10, 11, 12,-19 


Pain and 
chest symptoms 


No. of 12 24 48 72 96 
cases hrs. hrs. hrs. hrs. hrs. 


10 


The period after operation, in hours and days, in 
which acute pleurisies tend to appear. 
pleurisies occur in considerable numbers, (Chart 
II.) that they have a preferred time of late 
appearance and that they have a clinical picture 
of their own. Wharton and Pierson’ label these 
acute pleurisies as minor emboli, emboli from 
thrombosed abdominal and femoral veins; Con- 
ner® drew the picture very clearly years ago in 
his description of the pulmonary lesions seen in 
association with the phlebitis of typhoid fever 
association with the phlebitis of typhoid fever. 
A third diagram would show that the majority 
of cases diagnosed as massive emboli have also 
a preferred time of late appearance and a his- 
tory of onset much like that of the minor emboli, 
(Chart IIT). It must be remembered in making 
a plan of classification that in the gynecological 
services, early post-operative embolism is often 
the result of a thrombosis existing before the 
operation ; our best specimen of gross pulmonary 
embolism came from a patient dying twenty- 
four hours before the time set for her hysteree- 
tony. 


Cuart ITI. 


Chest oppression, 

cardiac failure or 

death, time of 

appearance after operation 
Before Days 
operation 1, 2, 


Cases diagnosed as 
pulmonary embolism. 


No. of 
cases 3, 4. 5, 6, 7, 8, 2 340, 21, 12. 
5 


+ 


The period in days in which gross emboli appeared. 


These three classes of post-operative pulmonary 
complications—irritation lesions, pleurisy from 
minor emboli, and gross pulmonary emboli,— 
form the basis of practically all post-operative 
pulmonary complications; they are usually fairly 
clearly defined in their symptoms if not abso- 
lutely so in their physical signs; the minor and 
gross emboli fall together in time of appear- 
ance. It is helpful to recognize that the irrita- 
tion lesions will not be found to develop after 
forty-eight to seventy-two hours; that the embolic 
lesions belong to the later period of post-opera- 
tive recovery, but that occasionally these emboli 
may occur very early, for the reasons given 
above, namely, that thrombus formation in the 
veins of the abdomen and pelvis has existed at 
the time of operation, or is easily induced in the 
large venous channels of the pelvic organs by the 
operative procedures; the majority of the cases 
of fatal pulmonary embolism follow operations 
in the female pelvis; pulmonary embolism is the 

Cuart IV. 


Jusy $6 OPFRATIAW 
MIONIGHT 


Jue 29 


444 tee ween 


The rapid onset of symptoms in post-operative 
broncho-pneumonia: fat embolism? Age 34, Hernia re- 
pair. Autopsy. Broncho-pneumonia, right and left. 





GWYN: 


chief cause of death after the removal of large 
uterine tumours.’ 

The classification indicated is suggestively 
confirmed by the history and course of the 
individual cases. The irritative lesions develop 
rapidly with high fever and early lung signs, 
(Chart IV). The minor emboli cases as shown 
by Wharton and Pierson’, have a course almost 
distinctive—a slight fever wave for a few days 
after a clean operation, a period of normal tem- 
* perature, an outbreak of acute pleural signs.— 
The most typical examples of this complication 
show a femoral thrombophlebitis about the time 
of the pleuritic signs (Chart V). The early 
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Typical chart post-operative pleurisy. 
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fever wave may indicate thrombus formation; 
the gross emboli cases show usually the same 
slight post-operative fever, the same afebrile 
period, but in place of the painful pleurisy 
ensues the generally fatal shock (Chart VI). 
From the clinical side and from the post 
mortem room come many details supporting this 
division into early irritative and late embolic 
lesions. Of the ninety cases of broncho-pneu- 
monia, bronchitis, collapse and fat embolism, 
there is but one unquestioned instance, a lobular 
pneumonia (?) of these irritation forms occur- 
ring after seventy-two hours. Cases of em- 
bolism such as depicted in Chart VII. and cases 


CuHart VII. 


SPNOEA, 
Suoeen dy consctous 3/2/20 


cyanosis: un 
AT, Lows LOBE CON 
L7 MID BACK 

CON SOLIDATAD. 

€L FAREED 


LOLI DATED 


MINIMAL TEMPERATULE 
CTvON. 


Embolism, recovery, called pneumonia. 


SEPT. 27. 
I£PT. 30 


D &ATH. 


NORMAL TEMP. 
ACUTE RESPIRATORY DISTRESS 


Embolism. 
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of lobar pneumonia, slow in development and 
operated on for their abdominal pain, are respon- 
sible for the drawing out of the line in Chart 
I to the period past the forty-eight—seventy-two 
hours after operation. The autopsies on cases 
presenting the symptoms and running the course 
of irritation lesions showed regularly lobular 
pneumonia, with, in one instance, massive col- 
lapse. Fat embolism was evidently not looked 
for.*° According to Roswell Park™ it usually 
produces a very diffuse and fatal lobular pneu- 
monia. Minor emboli rarely bring the patient 
to autopsy; the inference is that the embolus 
must be small, and, further, small enough to 
reach a vessel whose plugging will produce an 
infarction reaching to the lung surface. The sur- 
vival of the patient allows time for the develop- 
ment of inflammatory reaction and pain. Au- 
topsies on cases diagnosed as lobular pneumonia 
and dying early showed nothing indicating the 
embolic infarction processes described by Whip- 
ple** as due to small emboli sent wandering at 
the time of operation. As they are very minute, 
according to description, they might be easily 
overlooked in a diffuse lobular inflammation. 
In the presence of irritation from anesthetic 
and aspiration they probably contribute to the 
production of lobular pneumonia and of massive 
collapse of the lung; according to Whipple’, 
roentgenological pictures show these infarctions 
very early, about the bronchi, and in the depths 
of the lung rather than at the periphery ; aspira- 
tion-irritation may help to determine the infarc- 
tion in the areas sown with emboli, if these 
areas surround the bronchioles. The sudden 
deaths from massive emboli were incidents of 
the third to the twelfth day in ten of twelve 
eases; phlebitis, thrombosis of the veins of 
the broad ligament, of the pelvic veins, of 
the hypogastric veins, found at autopsy, ex- 
plained the pulmonary signs and accidents in 
some instances; femoral phlebitis had already 
suggested embolism in others. An acute reac- 
tion on the part of the pleura was noted but 
once in these cases; this painful reaction is usu- 
ally precluded by the sudden death. It might 
be questioned whether massive emboli would 
reach into the finer peripheral vessels; one in- 
stance of acute chest pain in the massive emboli 
group is described as ‘‘pain at the third left 
costal cartilage.’’ 

Even the detail ‘‘pleural pain’’ helps us in 
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the classification suggested. It seems to indicate 
thrombo-embolism as opposed to lobular pneu- 
monia, fat embolism and massive collapse. It 
indicates with few exceptions the smaller non- 
fatal ‘‘minor emboli’’ as opposed to the gross 
or fatal pulmonary embolism. In the quick de- 
veloping cases of lobular pneumonias, of fat 
embolism and massive collapse one rarely- notes 
‘pleural pain’’ (once in ninety cases) and as 
already mentioned a gross embolus rarely per- 
mits life to continue long enough for a-pleural 
reaction to develop. 


In the wake of the lobular pneumonias and 
the minor emboli pleurisies, the pulmonary ab- 
scesses and the rarer gangrenes follow as a de- 
velopment or complication. Abscess subsequent 
to massive collapse or fat embolism has not been 
described; a massive embolus if not fatal may 
end in abscess or gangrene: effusions serous or 
purulent, if only by their rarity, suggest that 
post-operative pulmonary complications are of 
a nature differing from infectious lung diseases. 
Primary effusions do not exist in our group of 
post-operative pulmonary complications follow- 
ing clean operations. No serous effusion fol- 
lowed lobular pneumonias, massive collapse or 
fat embolism. One serous effusion followed late 
in the course of a minor embolism, and the two 
purulent effusions recorded came late after 
abscess formation in lobular pneumonias. 

Following the indications of the onset, course, 
and findings in these post-operative pulmonary 
complications of clean surgical procedures, the 
suggestion is made that the pulmonary involve- 
ments after operation be carefully considered 
in an endeavour to determine their actual 
nature. A lesion occuring later than seventy- 
two hours after operation should always be sus- 
pected of having an embolic origin. Lobular 
pneumonias, fat embolism, and massive collapse 
should be recognized as affections exclusively of 
the first two or three days of the post-operative 
period. Acute dry pleurisies will be found to 
occur more regularly late in the convalescence 


and are to be looked on as an expression of em- 
bolism but the occasional early occurrence of em- 
bolic processes must be reckoned with. The 
actual classification as suggested by 120 post- 
operative pulmonary complications can be ex- 
pressed by the following diagram. 
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Basic primary lesion 
early, seventy-two hours. 
A.1. Lobular pneumonias 


Secondary lesions develop- 
ing on the basic lesions. 
A.1. Followed by abscess 


Bronchitis. (gangrene); abscess 
may produce late em- 
pyema. 


Serous effusions rare. 


2. No secondary lesions 
described. 


B. Followed by abscess, 
which may produce em- 
pyema: rarely by serous 
or purulent effusions. 


C. Followed by abscess or 
gangrene which may 
lead to empyema, if 
the patient be not kill- 
ed by the embolus. 


2. Fat embolism. 
Massive collapse. 


B. Embolie dry pleurisies 
usually late — after 
seventy-two hours. 

(Infarction). 


C. Massive emboli, more 
commonly late — after 
seventy-two hours. 

(Infarction). 


D. Infarctions from circu- 
latory weakness: not 
proven in this series, 
and their existence as 
an independent lesion 
related to the opera- 
tion is questioned. 
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THE EVALUATION OF SURGICAL RISKS FROM THE STANDPOINT 
OF THE GENERAL PRACTITIONER 


F. H. 


McMecuan, A.M., MD. 


Secretary General of the Associated Anesthetists of the United States and Canada. 
Avon Lake, Ohio 


VEN in this, the fourth era of surgery, the 
family doctor is still all too often called 
upon to answer the challenging jibe—‘‘The 
operation was a success but the patient died!’’ 
Hence the necessity for some routine way in 
which the family doctor, for his own guidance 
and his professional advice to others, may de- 
termine a given patient’s fitness for operation 
and more accurately forecast the probable re- 
sult. The basic problem is really an evaluation 
of the patient’s reserve vitality, which, after all, 
‘is the paramount factor in recovery. 


SaFEty First 


In preventing needless deaths, the inter- 
national Anesthesia Research Society has 
established certain essentials of safety-first for 
its uniform anesthesia record. These essentials 
are :— 

1.—The determination of surgical risk before 
operation. 

2.—Five-minute blood pressure guides, and 
protection during the entire operative period. 


3.—Remedial therapy and after-care based on 
the degree of circulatory depression. (Chart 1.) 
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CHart I. 


Classification of Risks.—A. H. Miller, of Pro- 
vidence, R.I., of the Anesthesia Research Society 
Record Committee, has classified surgical risks 
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and tabulated the comparative death rates in 
1,000 unselected cases from the files of a large 
general hospital as follows :— 


Cart II 


A, B AND C RISKS—COMPARATIVE 
DEATH RATES 


A. Good Risks—Patients free from organic disease, 
whose surgical condition is not likely to prove dangerous. 


Cases 734 Deaths 2 Death Rate 0.2% 


B. Fair Risks—Patients suffering from organic dis- 
ease, but whose surgical condition is not especially serious. 


179 Deaths 14 Death Rate 7.82% 


C. Poor Risks—Patients whose surgical condition or 
organic disease (or both) is so serious or so far advanced as 
likely to result in fatality. 


Bicwe 


Cases 87 Deaths 29 Death Rate 33.33% 
Total of 1,000 Unselected Cases 


Cases 


Cases 1,000 Deaths 45 Death Rate 45% 


As presented graphically these contrasting 
figures are quite striking and point the lesson 
that if a lot of explaining about unexpected 
deaths is to be avoided, patients must be very 
accurately classified and evaluated as to their 
surgical risk before operation. 


Known CoMPLicaTING Factors 


In determining risk, certain known and com- 
plicating factors are usually available for eval- 
uation. Thus as height and weight depart from 
imsurance averages and as age lies in the ex- 
tremes of life, the hazard increases proportion- 
ately. The operation to be done may be slight 
or extensive; easy or difficult; brief or pro- 
longed; safe or dangerous; elective or emer- 
gency; and the risk varies accordingly. The 
patient may be otherwise in the best of health; 
or on the contrary may have organic disease, with 
a grave pathological condition, and the prospects 
of a successfui operation and safe recovery are 
directly influenced by such complications. The 
operating team using all the resources of phy- 
siological surgery and anesthesia will save more 
poor risk patients than will one of lesser calibre 
and cruder methods. 

But apart from such general considerations, 
which are commonly known to the family doctor 
who refers the case, are there really definite in- 
dices by means of which surgical risk and re- 
serve vitality may be more basically evaluated ? 
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I hope to show that there are such in relation 
to both the circulatory and respiratory functions. 


D1aGNostic AND ProGNostic INDICES 


Moots’ Index for Operability.—The first of 
these important indices is Moots’ index for oper- 
ability, which is secured by dividing the dias- 
tolic pressure into the pulse pressure and thus 
securing the pressure ratio per cent. Again, 
as presented graphically, the contrasting death 
rates in relation to ranges of the pressure ratio 
per cent and index of operability, are very 
striking, (Chart ITI.) 


Cuart III 
MOOTS’ INDEX FOR OPERABILITY 


Pulse Pressure. _ Pressure Ratio Pz cent or 
Diastolic Pressure Index for Operability 


40 75° 20 
80 = 99% (Normal) 100 = 75% 30 = 29% 


Moots’ Rule—If the pressure ratio is high or low 
there is reason to apprehend danger. If the pressure ratio 
lies between 25% and 75%, the case is probably operable; 
if outside these limits it is probably inoperable. 


Pressure Comparative Index of 
Ratio Per cent Death Rates Operability 


75% plus 237, Prob. inoperable 
60-75% RR. 10% Prob. operable 
40-60% pe 3% Safely operable 
40-25% mane 10% Prob. operable 
25% minus Cs 23%, Prob. inoperable 
Any family doctor who takes blood pressures, 


can determine this index for operability and 
evaluate a given patient’s chances accordingly. 


DEGREES OF CIRCULATORY DEPRESSION 


However, what happens during an operation 
may invalidate any assurance of safety-first 


under Moots’ index, and for this reason the 
Anesthesia Research Society insists upon five- 
minute blood pressure guides and protection 
during the entire operative period and has 
established certain degrees of circulatory depres- 
sion for the information of the surgical team. 
These are :— 

1.—Safe.—Fifteen per cent increase in pulse 
rate without increase in blood pressures; or 
10 per cent decrease in blood pressures with- 
out a decrease in pulse rate. 

2.—Dangerous.—Twenty-five per cent increase 
in pulse rate plus 10 to 25 per cent decrease in 
blood pressures. 

3.—Shock.—A pulse rate of 100 and rising 
with progressively falling blood pressures reach- 
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ing a systolic of 80 mm. and a pulse pressure 
of 20 mm. or less. 

If shock continues for thirty minutes or 
more during operation, without effective reme- 
dial measures, death is almost inevitable in 
twenty-four to seventy-two hours. This guide 
discloses the onset of shock at least twenty 
minutes before it is indicated in any other way, 
thus providing this available time period for 
safety-first measures. 

In those of the 1,000 cases reviewed by Miller, 
that were in shock for thirty minutes or more, 
the mortality was 69.23 per cent, surely a 
striking prognostic warning. 


Tue NEwer SHock INDEX 


Now is there some workaday index for fore- 
casting shock before operation and for being 
prepared to combat its probable occurrence in 
connection with any given patient and surgical 
procedure? It would seem that Froes and De- 
clairfayt have provided such an index; and the 
erythrocyte count and the hemoglobin percen- 
tage are the only additional data required, and 
these are usually readily secured by the family 
doctor for further evaluation after the patient 
reaches the hospital. 

Froes has modified the Declairfayt quotient 
and extols the dependability of the newer shock 
index thus obtained. Froes multiplies the sys- 
tolic pressure by 100, and divides the product 
by the hemoglobin percentage multiplied by the 
figure representing the hundred thousands of 
erythrocytes. 

For instance, in a patient with a systolic pres- 
sure of 170 mm., erythrocytes 3,600,000 and 
hemoglobin 67 per cent the formula would be :— 

170 x 100 _117000 iE ali 
36 x 67 2412 

This numeral 7 seems to be the extreme limit 
for safety. With any numeral product above 
this figure, shock is almost inevitable. 

Surely so simple and available an index is 
worthy of routine use in preparing for 
shock in advance and in an effort to reduce the 
excessive death rate that follows in its wake. 


THe Enercy INDEx 


In evaluating reserve vitality from the cir- 
culatory viewpoint, we are all too prone to over- 
look the significance of the pulse-rate and this 
leads us to a consideration of the energy index 
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as an aid in determining operative risk. The 
energy index is the sum of the systolic and dias- 
tolic pressures times the pulse rate, (Chart IV.) 


Cart IV 
ENERGY INDEX 


Systolic+ Diastolic X Pulse Rate = Energy Index 
120 + 80 X 72 =14,500 mm. Hg. 
per minute 


Note.—Numerals of thousands only used as Index. 


Index of 
Operability 
Probably inoperable 

Probably operable 
Safely operable 
Probably operable 
Probably inoperable 


Energy 
Index 
0—6 
6—12 
12—18 
Increasing 18—24 
Circulatory Load.... 24—30 


Note.—In this index the systolic pressure and pulse 
rate show heart capacity; and the diastolic end resistance, 
in terms of mm. of Hg. energy expended for each minute. 


Condition 
Increasin 


Cardiac Weakness... 
T 


Again, as presented graphically, it is evident 
that the energy index, in relation to the con- 
dition of the patient and operability, is of great 
diagnosie and prognostic significance. 


GROVER’s BLoop PREssuRE KeEy AND ITS 


INTERPRETATIONS 


Perhaps it is already realized that the in- 
dices for surgical risk and operability, so far 
presented, bear a definite relationship to the 
circulatory evaluations which the family doctor 
makes in his daily practice and this becomes 
all the plainer when such relationships to dis- 
eased conditions and grave pathology are more 
closely investigated. 

B. B. Grover, of Colorado Springs, has con- 
densed years of clinical experience into a blood 
pressure key which presents rising and falling 
ranges of the systolic and diastolic pressures in 
relation to each other and various pulse rates 
as well as in connection with the conditions of 
disease or pathology which they suggest, 
(see Chart V.) 

To make Grover’s key of more practical value, 
and to visualize its interpretation and sugges- 
tions, his figures in each set of ranges have 
been worked out in detail, and the pressure ratio 
per cent (Moots’ index for operability) and 
the energy index have been included. To appre- 
ciate the significance of these pertinent indices 
of evaluation it should be recalled that 40 to 
60 per cent is the safely operable range for 
Moots’ index and 12 to 18 per cent for the 
energy index. It will then be seen how condi- 
tions of disease and pathology place these 
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CuHart V 


BLOOD PRESSURE KEY (Grover) 
SysToiic 


112—140 


Copyrighted 
1923 
By 


B. B. Grover, 
M.D. 


Pulse rates—50-70, 72-86, 88-120. 


indices in the probably operable or inoperable 
ranges, (see Chart VI.) 


THe BreatH-Houtpine TEST 


The reactions of the respiratory function are 
also of vital importance, for basically they gauge 
the acid-base balance of blood and tissue chemis- 
try in terms of health, function, disease and 
pathology and thus become a means of evalu- 
ating operative risk in relation to reserve 
vitality. 

The respiratory function has a paramount 
index—the breath-holding test, which may be 
made on any patient by any family doctor. 
Yandell Henderson gives the following direc- 
tions for making the test :— 

1.—Sit quiet for five minutes. 

2.—Take a full, but not too deep breath. 

3.—Hold it with mouth and nostrils closed. 

4.—Note time (breath is held) in seconds. 

Roughly a breath-holding test of forty-five 
seconds or over indicates normal health. Candi- 
dates who could not hold their breath forty-five 
seconds were rejected as unfit for the French 
Aviation Service; and this is significant, as 
under anesthesia and operation patients have 


OLT—OTT 


OTI—06 


OrloLsvIq, 


06—FL 


72—86 
120—150 


Indicated conditions—1-15. 


to withstand many of the same bodily reactions 
as are endured in high flying. 

That this test should be a delicate and an 
accurate gauge of blood and tissue chemistry is 
not surprising in the light of Haldane’s dictum 
—‘That a deficiency of one part by weight of 
iontzed hydrogen in one-billionth dilution of 
blood completely suspends the activity of the 
respiratory centre.’’ 

As the breath-holding test decreases we have 
the indications for (1) beginning alkalemia, 
acidemia (ketonemia, acetonemia), and amin- 
emia (amino acids); (2) which become mild 
alkalosis, acidosis and aminosis; (3) and these 
conditions become grave and (4) hazardous as 
the breath-holding capacity becomes nil, (see 
Chart VII.) 

The breath-holding test bears a parallel rela- 
tionship to the vital capacity. For clinical pur- 
poses the vital capacity in c.c. is usually 100 
times the breath-holding test in seconds. Thus 
a normal test would predicate a minimum vital 
capacity of 3,500 ¢.c. in the average male and 
3,000 c.c. in the female; whereas a test of ten to 
fifteen seconds would indicate a vital capacity 
of 1,500 c.c. or less. 
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Cart VI 
BLOOD PRESSURE KEY (Grover)—RANGES AND INDICATIONS 
Systolic Diastolic Pulse Pressure Ratio % Pulse Rate Energy Index 


112—140 74—90 38—50 51—55 72—86 12—18 
Normal readings. 


112—140 90—110 22—30 24—27 88—120 18—30 
Poor Myocardium and Incipient Dilatation. 


112—140 50—72 62—68 50—70 8—15 
142—190 90—110 52—80 P 50—70 12—25 
192—280 50—72 142—208 284—275 50—70 18—31 


Overworked Heart and Incipient Hypertrophy. 


112—140 10—50 102—90 102—180 60—80 7—15 
Aortic Insufficiency. 


142—190 110—170 32—20 29—11 50—70 12—25 
142—190 110—170 32—20 29—11 72—86 18—31 
192—280 90—110 102—170 113—154 50—70 14—27 
192—280 90—110 102—170 113—154 72—86 20—33 
192—280 110—170 82—110 74—64 50—70 15—27 
192—280 110—170 82—110 74—64 72—86 - 22—34 


Intracranial Tension; Arteriosclerosis; Cardio-Vascular Disease; Readings before Apoplexy. 
142—190 90—110 52—80 57—72 88—120 19—36 
142—190 110—170 32—20 29—11 88—120 22—43 


192—280 90—110 102—170 113—154 88—120 22—46 
192—280 110—170 82—110 74—64 88—120 27—54 


Failing Myocardium; Cardio-Vascular-Renal Disease; Readings after Apoplexy. 


92—110 74—90 18—30 24—33 72—86 12—17 
Neuroses. 


92—110 74—90 18—30 24—33 88—120 15—24 
Cardiac Insufficiency; Tuberculosis; Infections. 


92—110 10—50 82—60 82—120 90—120 9—19 
92—110 50—72 42—38 84—152 90—120 13—22 


Blood Dyscrasias; Tuberculosis; Typhoid; Septic Endocarditis, 


142—190 90—110 52—80 56—72 72—86 17—26 
Cardio-Vascular Strain; Cardio-Vascular-Renal Disease, Incipient. 
142—190 74—90 68—100 92—111 50—70 11—20 
. 142—190 74—90 68—100 92—111 72—86 


192—280 74—90 118—190 140—211 50—70 
192—280 74—90 118—190 140—211 72—86 


Hyperpiesia; Neuritis; Worry; Overwork; Climacteric. 
60—90 10—50 50—40 500—80 72—86 
92—110 10—50 80—60 800—120 72—86 
Toxicosis; Incipient Cardiac Failure. 


142—190 50—72 92—118 184—163 120—150 
Toxic Thyroid; Endocrine Dysfunction. 


112—140 90—110 22—30 24—27 72—86 
Kidney Dysfunction and Albuminuria. 

142—190 74—90 68—100 91—111 88—120 

192—280 74—90 118—190 159—211 88—120 
Nervous Hypertension. 

142—190 10—50 132—140 1320—280 72—86 


142—190 50—72 92—118 184—162 72—86 
192—280 10—50 182—230 1182—460 72—86 


When persisting points to heart failure. 
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Cuart VII 
RESPIRATORY EVALUATION OF OPERATIVE RISKS 


Vital Capacity 


Resp. Rate 
c.c.F, 


Breath Holding 
Seconds Inc. Dec. 


Condition Indication Operative Risk 
50 

45 
40 


35 


3,540 3,000 
3,000 2,500 
90% 
2,500 2,000 
70% 
2,000 1,500 


16 
14 


Normal 
Alkalemia 
Acidemia 
Aminemia 
Mild 
Alkalosis 
Acidosis 
Aminosis 


Normal 


Restricted 
Activity 


Safely 
Operable 


Probably 
Operable 


Dyspnea 
Hyperpneea 
ame 114 
eginning 
Grave Decompensation 
1,500 1,000 


40% 
1,000 500 48 6 


Note.—The Vital Capacity in c.c. is usually 100 times the Breath Holding Test in seconds. 


Probably 
Inoperable 


42 128 


Hazardous Decompensation 


142 48 


Patients with cardiac disease can lead a nor- 
mal life if their vital capacity is above 90 per 
cent; a vital capacity of 70 per cent means a 
restricted life and limited work; below 70 per 
cent dyspnea comes on from moderate exertion 
and at 40 per cent dyspnea is pronounced and 
decompensation is present or readily occurs. 

It is also informative to check up the respir- 
atory and pulse rate with the breath-holding 
test and vital capacity, remembering that either 
or both may be increased or decreased from nor- 
mal and that operative risk lies in the different 
ranges as indicated. 

The Breath-Holding Test in Dentistry —That 
this test is a valuable clinical guide may be seen 
in the data of W. I. Jones of Columbus, O., in 
which ten poor-risk dental and three poor-risk 
surgical patients were disclosed in the first fifty 
thus examined, (Chart VIII.) Note the strik- 


ing difference in the two diabetics (1 and 2) ; 
the latter with considerable sugar in the urine 
but a test of thirty-five seconds, indicating good 
renal permeability and fair surgical risk for 
amputation; the former showing a test of six- 
teen seconds indicating a grave anesthetic risk, 
although walking into the dental clinic for an 
extraction. 

Note the three goitre cases (3, 4 and 5) and 
see how the test predicates the other reactions 
of a more searching examination to determine 
surgical risk and operabiilty. French observers 
have recently noted that the average test in 
goitre patients is fifteen to eighteen seconds. 
Consider the three circulatory cases (6, 7 and 8) 
and contrast the mitral regurgitation patient, 
whose booming murmur seemingly could be 
heard across the room, with the more serious 
anemic and the very grave mitral risk with an 


Cuart VIII 
EVALUATIONS OF PATIENTS FOR ORAL SURGERY (Jones) 


B.H. 


No. Condition Secs. Sys. Dias. 


95 
67 
82 
74 
62 
65 
78 
64 
62 
100 
(Temp. 102.4°) 


CONAMPRO Ne 


PP: 


Pulse 
Rate 


Ratio 


Hemoglobin 
% 


Energy 
Index 


(Operation for gangrene) 


47 
78 
41 


78 
120 
50 


70 
(Compensating) 
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operative index of 195 per cent. This test 
again points the finger of warning. The tuber- 
culosis cases (9 and 10). were anything but 
‘*good-risk’’ patients for operation or anes- 
thesia and yet they had little or no appreciation 
of the gravity of their condition. It is also in- 
teresting to note the effects of pus, sepsis and 
cellulitis on the breath-holding capacity (11, 
12 and 13). 

The Breath-Holding Test in the Toxemias of 
Pregnancy.—Very recently Gilbert Fitz-Patrick, 
of Chicago, has reported on the results of the 
test in 871 obstetrical cases, primipare and mul- 
tipare of all ages, including the various 
complications found before and subsequent to 
pregnancy :— 

1.—The average parturient woman has a 
test of twenty-five seconds. 

2.—The shortest test (three seconds) was 
found in a primipara, forty-four years of age, 
weighing 180 pounds, who had a cardio-renal 
insufficiency, with general venous stasis, and 
who gave a history of ‘‘rose fever’’ in her 
younger life. 

3.—The longest test (sixty-five seconds) was 
found in a primipara twenty-four years of age, 
who held the hurdling championship for girl 
athletics in her State. 

4—The average cardio-nephritic pregnant 
woman has a test of eleven seconds. 

5.—The toxemias of pregnancy due to faulty 
excretion showed a test of eighteen seconds, while 
those due to faulty secretion showed a test of 
fifteen seconds. 

Fitz-Patrick concludes:—(1) That the aver- 
age pregnant woman has a test of at least 
twenty-five seconds. . Any reduction below this 
point demands an explanation; (2) The preg- 
nant woman with an apneic pause of fifteen 
seconds has an organic lesion, is a poor surgical 
risk, and should be given an anesthetic only by 
a professional anesthetist, nitrous oxide-oxygen 
being the anesthetic of choice, and the indivi- 
dual oxygen need being determined and fully 
supplied. 

CorNELL TEST FoR DiscLosine INCIPIENT 
NEPHRITICS 

It should be recalled that all breathlessness is 
not necessarily of cardiac origin. Patients who 
become breathless after brief exertion should be 


given Cornell’s test for the acidemia of incipient 
nephritis as a prelude to a more searching ex- 
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amination. Beaumont Cornell, of Brockville, 
Ont., has shown that in ninety-five out of 
100 cases, in which undisclosed nephritis has 
been present under three years, there is a non- 
cardiac form of dyspnea associated with mild 
exertion. Cornell’s charting of the average 
respiratory and pulse rate response to exercise 
in 100 cases of early chronic nephritis is of very 
pertinent interest, (Chart IX). 


Cuart IX. 


No. of Minutes After 
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Following brief exercise the respiratory and 
the pulse rate both rise abruptly. The pulse 
rate comes back to normal almost at once; the 
respiratory rate only after seven or eight min- 
utes. Cornell has found that :— 

1.—Although not more than 20 per cent: 
of patients complain of this dyspnea, 95 per 
cent admit having it when questioned. 

2.—This dyspnea has no accompanying eyan- 
osis and is usually relieved by four twenty-grain 
doses of sodium bicarbonate. 

3.—Fifty per cent of cases note red, blue, 
green or prismatic colour change of the white 
electric bulb during this sort of dyspnea. 

4.—The degree of dyspnea coincides more 
closely with the acidemia of the respiratory cen- 
tre than the phthalein output. 

Unless such chronic nephrities are disclosed 
before operation they may account for some of 
the needless and preventable deaths from post- 
operative kidney dysfunction. 


VAGOTONIA AND SYMPATHICOTONIA 


H. D. McIntyre, of Cincinnati, O., is using 
a cardio-respiratory test for evaluating certain 
types of vagotonic and sympathicotonic patients 
in relation to therapy and operability. The 
McIntyre test is made by attaching the blood 
pressure apparatus to the arm and setting it to 
record the systolic pressure. The patient then 
takes a deep inspiration and holds the breath 
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for thirty seconds, with the results in normal, 
sympathicotonie and vagotonic types of patients 


as indicated, (Chart X), the blood pressure 
changes being noted at five-second intervals. 


SYMUPATICOTORTA 


NORMAL 


SYSTOLIC BLOOD PRESSURE 


VAGOTONTA 


WAGOTONTS 
§ 0 *5 20 
SECONDS 
v X. 
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McIntyre has found in patients suffering from 
profound mental depression following epidemic, 
septic and toxic conditions that vagotonics 
showed serious drops in the systolic pressure 
during the thirty seconds interval of the breath 
holding. This vagotonic reaction is reversible 
by the use of atropin and thyroid and the test 
may serve to disclose and evaluate those patients 
whose adrenalin reserve is not sufficient to with- 
stand operation safely without preliminary 
atropin and thyroid therapy. 


ReEsu.tts In B Aanp C OPERATIVE: Risks 


Do the methods of evaluating reserve vitality 
and the indices for determining surgical risk 
and operability, as presented, hold good in prac- 
tical use? Henry S. Ruth, of Philadelphia, has 
recently put them to a routine test and the re- 
sults in several hundred consecutive operations 
speak for themselves. 

The A risks are not charted or summarized 
as there were no deaths and practically all cases 
were so-called uneventful recoveries. The re- 
sults in the B and C risks, however, would seem 
to support our contentions, (Chart XI.) 


Cuart XI 
RESULTS IN B AND C OPERATIVE RISKS (Ruth) 


Deaths 
3 
3 


Shortest 
Longest 


B.H. Test 

Seconds 
50—40 8 
40—30 6 
30—20 10 
20—10 15 


No Record 1 


P. Ratio % B. Risks 
75+ 10 
60—75 10 
40—60 20 
25—40 
25— 


B. Risks 


Energy Index 
o—6 
6—12 

12—18 
18—24 
24+ 


D. Rate 
7.5% 
20. % 


C. Risks 
3 


5 
7 


C. Risks 
57-+mins. 
10 mins. 
145 mins. 


C, Risks 


Av. D. Rate (1,000) 
7.82% 
33.+% 


C, Risks 
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CHART XI—Continued. 
RESULTS IN B AND C OPERATIVE RISKS (Ruth) 


Carp1ac REACTIONS 


: 


P. Ratio % 
B. A, 
50% 

a 

53 


100 
52 


at 
27 


NSSNSS SSERT wS 


76 76 
48 53 


ss ¢ 


Summary and Conclusions 


It is interesting to note in Ruth’s results that 
the patients who died following operation, ex- 
cept in one instance, were in such classification 
under all the tests as to make the prognosis not 
only unfavourable but almost inevitably against 
recovery. The one patient challenging the other 
results died of uremia. 

The cardiac cases with breath-holding tests 


Renal Disease. — The first lecture before 
the Interstate Post Graduate Assembly of 
American Physicians was given in London on 
renal disease by Professor H. Maclean, who dis- 
cussed some aspects of chronic renal disease. He 
confined himself to ordinary chronic interstitial 
nephritis characterized by the usual symptoms 
of retention of nitrogenous waste products and 
cardio-vascular disturbance. This disease, he 
said, was progressive and ultimately hopeless, 
but it was possible by certain tests to form an 
idea as to the length of time which would elapse 
before the fatal termination. Within the last 
ten years very elaborate methods had been intro- 
duced in order to ascertain the condition of the 
renal system, though in Great Britain, on the 
whole, these had not found much favour. At 
St. Thomas’s, at all events, it was believed that 
as much information could be gathered from the 
simpler tests as from the much more elaborate 
ones. The test: most frequently employed was 
the estimation of blood urea, but the mere fact 


Remarks 


Myocard. Deg. 
Died Card. Fail. 
Myocard. Deg. 
Mit. Regurg. 
Myocard. Deg. . 


My. Deg. Caf. Saline 

My. Deg. Collapse 

Heart Block 

My. Dg. D. 3d day. Emb. 
My. Dg. D. 4th day. Acidosis 
My. a ch. Neph. D. 


2d day 

Mit. Sten. and Regurg. Pt. 
Decomp. 

B.M.R. 50+% 

B.M.R. 40+% 


130 
118 27 


approaching the normal withstood operation 
fairly well. Those whose breath-holding test was 
low either were among those who died or who 
had a very precarious recovery. From the 
charted cardiac reactions it may be noted that 
the pressure ratio per .cent and energy index 
may either or both improve or become worse dur- 
ing operation. A change in either is not neces- 
sarily very detrimental, but a change for the 
worse in both would seem to be disastrous. 


of a patient showing a high blood urea was no 
evidence whatever that that patient was suffer- 
ing from renal disease; if high blood urea indi- 
cated renal deficiency, naturally the urine would 
show a low percentage of urea, and when both 
the patient’s blood urea and the percentage of 
urea in the urine were high it might be taken 
as certain that renal disease was not the primary 
condition. He described a urea concentration 
test, involving a fifteen-hour abstention from 
liquid, and thereafter periodic examination of 
the urine, which was a test, he said, that could 
be carried out in general practice, and in 90 
per cent of cases would furnish all the infor- 
mation it was possible to obtain. He added that 
although the textbooks stated that sometimes 
there were cases of uremia without albuminuria 
he did not think it was realized how common 
this state of affairs was; rather more than 5 
per cent of those individuals who had definite 
renal changes showed no albuminuria at all.— 
Brit. Med. Jour., June 138, 1925. 
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PHYSIOTHERAPY 


F. W. Harvey, M.D. 


Montreal 


O the mind of the average physician the term 
_ physiotherapy suggests treatment of a 
somewhat spectacular nature, given largely for 
its psychological effect. The use of impressive 
and expensive electrical machines and other 


apparatus undoubtedly has a marked psychic 


as well as physical effect. The field is large, 
and has proved a fruitful one for exploitation 
by irregular practitioners, by the osteopath, 
chiropractor, and self-styled experts, possessing 
little knowledge of disease or the effects of the 
physical agents used. Thus the profession has 
in the past looked askance on such forms of treat- 
ment, which have been brought into disrepute 
through improper use. 

The advent of the war, however, has given 
these forms of therapy a new status through the 
remarkable results obtained in military hospi- 
tals. At the present time more attention is given 
to the subject than ever before, and as an exam- 
ple of the growth of physiotherapy I might men- 
tion its development in the Montreal General 
Hospital. When the department was organized 
some ten years ago, the work consisted of a few 
daily treatments by a masseur, mainly cases of 
an orthopedic nature. During the past year 
the number of treatments amounted to nearly 
eleven thousand. Radiant heat baths for local 
or general application, faradism, galvanism in- 
cluding ionization and the sinusoidal current, 
mechanical vibration, massage and exercises were 
the forms of physiotherapy used. 

Briefly, the work of this department is to 
restore function, lost or impaired from disease 
or injury, to treat various conditions causing 
limitation of movement in joints as a result of 
fractures and other injuries, various forms of 
paralysis, both organic and functional, and many 
forms of so-called rheumatoid disease. 

Remedial exercises have, for many years, been 
employed successfully for the correction of pos- 
tural defects, commonly found among growing 
children, particularly those of the spine, such 
as lateral curvature, lordosis and round back 


and shoulders. The good results obtainable by 
massage with exercises in cases of flat feet and 
arch conditions are well known. 

Massage, radiant heat, passive and active 
movements are of great value in the after treat- 
ment of fractures and other injuries which inter- 
fere with joint movements. Prolonged splint- 
ing for fractures and sprains is a common cause 
of the muscular atrophy due to disuse and the 
adhesion of synovial surfaces; and the disability 
thus induced may become permanent unless 
active means are carried out to secure mobiliza- 
tion and to strengthen the wasted muscles. It 
should be remembered that prolonged fixation 
of joints by splints and bandages often causes 
greater and more. permanent disability than the 
original injury. This is seen particularly in 
eases of Volkmann’s ischemic paralysis, in which 
a rigid form of contracture with wasted muscles 
occurs. I recall the case of an elderly lady who 
had worn a Velpeau bandage for six weeks for 
the treatment of a fractured clavicle. All the 
joints of the upper extremity were stiff and 
there was much wasting of muscles, parti- 
cularly those of the hand and forearm, the 
position of rigidity being that maintained by 
the bandages with the hand across the chest, 
fingers and wrist being in a position of slight 
flexion. It was only after weeks of treaiment 
by radiant heat, massage and graduated move- 
ments, both active and passive, that much im- 
provement was obtained, and even at the pre- 
sent time, although she has fair movement at the 
elbow and wrist joints there still remains and 
probably will remain, incomplete flexion of the 
fingers. 

Certain joints appear to stand prolonged fixa- 
tion very badly, and this is noted especially in 
the metacarpo-phalangeal joints. In the treat- 
ment of fractures, massage treatment by stroking 
may be begun almost immediately for the seda- 
tive effect and to reduce swelling. It should be 
noted that immobilization of fragments is not 
the only factor necessary to bring about good 
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anion. After a few days movements of joints, 
except those nearest the fracture, may be car- 
ried out, and as soon as union occurs passive 
and, later on, active movements are used. By 
properly supervised and skilfully applied mas- 
sage treatment with exercise, function is much 
more quickly restored, and the period of dis- 
ability shortened. By massage better circulation 
in the limbs is obtained and conditions are more 
favourable for early union. Adhesions are pre- 
vented and if formed are broken up and the 
wasting of muscles is prevented by exercise. It 
is possible to exercise the muscles fairly well 
even during the period of fixation without pro- 
ducing joint movement, by the so-called static 
contractions. Electricity in the form of the 
sinusoidal current may be used for the same 
purpose. 

In the treatment of sprains, especially those 
of the ankle, massage is of particular value in 
reducing swelling. Movements both active and 
‘passive may be given early, as soon as the very 
acute symptoms have subsided; but these move- 
ments should be in a proper direction, so as 
not to strain or stretch the damaged ligaments. 
The use of casts for the treatment of sprains 
prevents the use of massage, unless applied in 
such a way as to be easily removed. 

Many forms of joint stiffness due to arthritis 
of the so-called rheumatoid or gonorrheal 
variety are amenable to treatment by the use 
of heat, massage and graduated movements. 
Care and judgment are required so that an 
aggravation of the symptoms be not induced by 
such treatment. In many eases prolonged 
stretching by weights and other means is of 
great value. The following case will illustrate 
the effects of such treatment. An elderly lady 
had suffered from rheumatoid arthritis for 
many years, with partial ankylosis of both hips, 
which were in a position of adduction and 
flexion. The knees were rigidly flexed at an 
angle of 120°. The active movements in these 
joints were very slight. By the use of radiant 
heat, massage, passive stretching by pulley 
weights and manually, and later by graduated 
exercises the contractures of the knees were 
gradually overcome and more movement from 
the hips obtained, so that by the use of first, 
a perambulator, and later crutches, she was able 
to get about fairly well, and on leaving the hos- 
pital she could walk with the aid of a cane. 
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The effects of many forms of paralysis are 
successfully treated by physical means. For 
affections of the brain and cord with the char- 
acteristic spastic forms of paralysis, light mas- 
sage such as stroking, radiant heat, gentle pas- 
sive stretching and later active movements for 
re-education are used with good effect. Too often 
the condition of patients with hemiplegia grows 
worse through neglect and prolonged rest. 

In many cases early re-education treatment 
as indicated, will, to some extent, restore func- 
tion, and the patients will be able to get about 
and care for themselves. In cases of progressive 
weakness and lack of control, due to tabes, much 
benefit can be obtained by re-education. Exer- 
cises are begun with the necessary simple move- 
ments which the patient can watch. Fatigue 
particularly should be avoided. The exercises 
should be given daily and made progressive and 
what is of the utmost importance, the patient’s 
interest and enthusiasm must be maintained. 
The walking exercises are given in cases’ of 
marked ataxia, with short steps, feet wide apart, 
the body bent forward so that by the aid of sight 
the balance is more easily maintained. Later, 
walking on an incline, the use of stairs, obstacles, 
ete. are used. These progressive forms of walking 
and balance exercises have been found to be 
useful in various forms of neurosis, such as 
shell shock. 

It is in the case of peripheral nerve lesions 
that we obtain the most striking results. To 
restore function in cases of peripheral nerve 
lesions in anterior poliomyelitis, massage treat- 
ment with galvanism, radiant heat, active and 
passive movements are often used with good 
effect. Contractures and adhesions due to scar 
tissue or to shortened muscles may be overcome 
by operative measures, by forcible stretching, 
ordinary passive movements or by prolonged 
traction by pulley weights. Here the question 
as to which method is best in a given case is 
really a matter of judgment and experience. 
Prolonged stretching by pulley weights or other 
such methods is usually a safe and effective 
means of overcoming contractures. On the other 
hand the forcible breaking down of adhesions or 
contractures under an anesthetic, especially if 
there has been any history of a septic condition 
about the joints, may lead to disastrous results. 
In selected cases operative measures may be 
successful. 
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Preliminary to massage or passive movements, 
it is well to use heat in some form to soften 
and relax the tissues. We may use for this pur- 
pose the electric light bath, eau courante bath, 
or chlorine ionization. They have been found to 
have a softening effect on recently formed scar 
tissue. Such treatment has an important effect 
on nutrition and conditions are made more 
favourable for the more important part of the 
treatment, namely muscle training. 

In muscle training it should be remembered 
that voluntary movement cannot be obtained 
without a desire and willingness on the part of 
the patient to improve. This statement may 
seem rather superfluous, yet unfortunately one 
often finds that for some reason, which may be 
subconscious, there is an unwillingness to re- 
cover, as in certain medico-legal cases, for exam- 
ple. It is usually easy to determine whether this 
lack of volition is due to some form of neurosis 
or whether it is intentional. In muscle train- 
ing a knowledge of the physiology of exercise 
and of muscle action is required. 

W. C. Mackenzie in his book on the action of 
muscles, makes some astonishing statements, 


e.g., that the biceps does not flex the elbow, and 


the abdominals do not flex the spine, ete. He 
argues that with the forearm in pronation flexion 
of the elbow is brought about by the brachialis, 
the biceps being relaxed—ergo—the biceps is 
not a flexor, but a supinator only. This view 
appears to us as absurd, and can be easily dis- 
proven by simple tests under different conditions 
of position and resistance. It is found that the 
biceps is the best flexor when the forearm is in 
supination. In a position midway between pro- 
nation and supination the supinator longus is 
a very good flexor. In a case of complete paraly- 
sis of the biceps and brachialis it was found that 
very good flexion was obtained by use of the 
supinator longus. 

Several cases of paralysis of the trapezius 
have been seen, due to injury of the spinal 
accessory nerve, as a result of operative measures 
for removal of cervical glands. The results 
were dropping of the shoulder in a position 
downward and forward and inability to raise 
the arm sideways over the head. Special: exer- 
cises gave marked improvement in function, and 
helped in elimination of the deformity. 

Another example of the compensatory action 
of muscles was observed in a patient who had 
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through a wound in the forearm lost the use of 
the flexors of the wrist and fingers. It was 
found that by abducting the thumb he was able 
at the same.time to flex the wrist quite well by 
use of the extensor ossis metacarpi pollicis. 
Thus the action of the muscle as described in 
Gray’s Anatomy as an extensor of the wrist is, 
we believe, incorrect. (The tendon of this muscle 
crosses the outer border of the wrist and being 
inserted anteriorly into the base of the first 
metacarpal its action must be one of flexion of 
the wrist and abduction of the thumb). 

In re-education of very weak or paralyzed 
muscles active movements are frequently car- 
ried out to better advantage if the muscle is 
previously slightly stretched. The effect of 
gravity should be considered, also the weight of 
the limb. For example, in re-education of the 
paralyzed deltoid the patient is placed in supine 
‘lying position, the arm resting on a glazed sur- 
face when movement is much more easily car- 
ried out. Also for movements of flexion and 
extension at the elbow ,the arm is raised to 
right angles to the shoulder, for flexion and ex- 
tension of the wrist a position midway between 
pronation and supination. The effect of gravity 
may be overcome by exercising the limb in 
water. The use of the mirror is often helpful, 
particularly in case of facial paralysis. Many 
forms of apparatus have been used for func- 
tional re-education, such as Zander machines 
and those devised by Amar and more recently 
by Tait McKenzie and Bott. 

Electricity in the form of galvanism and 
faradism is often helpful for the effect on nutri- 
tion and for producing contractions of the mus- 
cles before voluntary movement is obtained. 
The value of electricity in the treatment of 
paralyzed muscles has probably been overrated 
and may actually be harmful, by over stimulation 
and by causing fatigue. For the treatment of 
the various forms of paralysis of a functional 
nature the physiological use of massage and 
exercise is often effective. Such cases, however, 
require a great deal of tact and judgment to 
gain the patient’s faith and confidence; often 
quite striking and rapid cures are obtained by 
the use of hypnotism and other forms of sug- 
gestion. 

It is in the treatment of the various postural 
defects, such as lateral curvature of the spine, 
round back and shoulders, that corrective exer- 
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cises have been most extensively and successfully 
used. For the correction of postural defects 
exercises are given to shorten certain muscles 
and to lengthen others. Certain muscles may be 
over-stretched and at the same time weakened, 
for which active concentric movements are 
required. 

In lateral curvature of the postural or func- 
tional type in which no osseous change has taken 
place, correction of the curvature is usually 
easy. In the structural forms of curvature with 
rotation, improvement can usually be obtained, 
the amount of improvement depending on the 
degree of flexibility of the spine. In the milder 
structural cases, even when a good deal of lateral 
deviation exists, we may often get marked im- 
provement, but if rotation has taken place, an 
absolute cure is not considered possible. Even 
in very advanced cases of scoliosis, where the 
spine has become rigid, we may get improvement 
in many ways, such as increased health, in- 
creased strength and an increase in lung capa- 
city, with some improvement in posture, al- 
though actual correction of the spinal curvature 
is not obtained. Treatment of the structural 
eases not only of scoliosis but of kyphosis, is 
best given when combined with methods of for- 
cible correction. This may be carried out man- 
ually or by the use of special forms of apparatus. 
It is hardly necessary to emphasize the impor- 
‘tance of early treatment of these conditions and 
it is only by periodical examinations of the backs 
of growing children that the conditions can be 
recognized at an early stage. 

Corrective treatment for flat feet consists of 
exercises which strengthen and shorten the 
tibialis anticus and posticus—walking on the 
outer border of the feet and other inversion 
movements are useful. The heel raising exer- 
cises and walking on the toes, commonly given 
for the correction of flat feet are of doubtful 
value, and may actually aggravate the condition. 

The disabilities due to a fallen transverse 
anterior arch of the foot are probably much more 
common than those due to the flattening of the 
antero-posterior arch and are of frequent 
occurrence in women as the result of high heels. 
In advanced cases we get marked shortening of 
the extensor tendons of the toes with the devel- 
opment of painful callosities over the ball of the 
foot and a sinking of the heads of the fourth 
and sometimes the second and third metatarsal 
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bones. Patients with these conditions keep the 
chiropodists busy, whose work consists mainly of 
removing callosities, which gives but temporary 
relief. For this condition we may use mobiliza- 
tion, exercises, massage treatment, strapping the 
foot in the corrected position, low heels with 
sometimes artificial means of support of the 
arch. The faradic bath has been used in these 
cases to stimulate the plantar muscles, as recom- 
mended by Mennell. 

Treatment of ulcers by massage has been used 
with striking results as the following case will 
illustrate. A patient was referred to me by Dr. 
Barlow, with a large ulcer at the back of the 
neck, five by two and a half inches in size, as the 
result of a carbuncle. The floor of the ulcer 
was on a level with the surrounding skin, and 
composed of healthy granulating tissue, the edge 
of the ulcer being but slightly moveable. By 
radiant heat and frictional massage of the skin 
about the ulcer, the edges were gradually drawn > 
together so that in two months’ time the ulcer 
was entirely healed, the remaining scar being 
three and a half inches in length and the width 
varying from a half to a quarter of an inch. 
The advantage of this method over skin grafting 
or the usual method of healing is evident. 

For the treatment of enteroptosis and of dias- 
tasis of the abdominal recti treatment with cor- 
rective exercises has often been beneficial and 
may render unnecessary artificial support by the 
use of bandages, ete. The effect of massage 
treatment for various abdominal conditions such 
as constipation is of value chiefly in improving 
the muscles of the abdominal wall. In most 
cases one can influence the movements of the 
colon by direct mechanical pressure. Massage 
and electricity have been used to induce peris- 
talsis in the large bowel, but it is doubtful 
whether such an effect is actually obtained. 
Some experiments by bismuth meal test were 
carried out to ascertain if movements in the 
colon could be induced by galvanism, faradism 
or stroking, without any positive results. _ 

With regard to the use of electricity, galvanism 
and faradism have been used extensively, mainly 
for diagnostic purposes. Ionization has been 
found very useful in the treatment of various 
conditions, for example, in painful forms of 
neuritis, salicyl ionization may give great relief. 
Anodal, stabile form of galvanism will also give 
relief in many painful affections and in cases 
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where depletion of the tissue, as in synovitis, is 
required. Many claims are made for the treat- 
ment by high frequency, some of which we have 
been able to verify. Undoubtedly auto-conden- 
sation by the high frequency machine will re- 
duce high blood pressure. How permanent the 
advantages are is a question. Also by diathermy, 
heat penetration may be used in suitable cases 
with good effect. More knowledge is required 
to determime in what cases this form of treat- 
ment may be applied. 

Many forms of physiotherapy not considered 
in this short paper are at present awakening a 
great deal of interest, e.g., the violet ray treat- 
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ment by sunlight or electric light baths. No 
attempt has been made here to describe the phy- 
siological effects of the various. physical agents 
mentioned. 

For success in physiotherapy we are largely 
dependent on the assistance of the tech- 
nician who has been specially trained to give 


massage, ete., and the physician who employs 
a masseur should be assured of proper quali- 
fications for the work, with certificates from 
recognized schools under medical direction. It 
is also desirable that more attention be given to 
the subject in medical schools. 


OSTEOMYELITIS: ITS TREATMENT, WITH SPECIAL REFERENCE 
TO THE USE OF BIRP* 


ANDREW PritcHaRD MacKinnon, M.D., C.M., F.A.C.S. 


Attending Orthopedic Surgeon, St. Boniface General Hospital, St. Boniface, Man. 


Consultant in Surgery, Manitoba Sanatorium, Ninette, Man. 


The Galloway Orthopedic Clinic, Winnipeg, Man. 


[LJNLIKE many other surgical problems the 

management of osteomyelitis is still far 
from satisfactory, and surgeons generally I be- 
lieve are not altogether satisfied with the out- 
come, in all cases, of the recognized methods of 
treatment, and are prepared to welcome anything 
that promises improved results, or amelioration 


of the suffering of the patients. Sir Rutherford 
Morrison? has written very convincingly on the 
value, in the treatment of septic bone cavities 
following war injuries, of the special technique 
which he has worked out and used extensively. 
In this technique the outstanding features are 
the use of bipp and of free fat grafts. It has 
been our privilege during the last three years 
to follow his teaching in dealing with osteomye- 
litis in civil life, and the results have been so 
satisfactory that the writer has been prompted 
to seek this opportunity to bring up the method 
of treatment for discussion here. 

It will be recalled that bipp? is made by mix- 


*Read before the meeting of the Canadian Medi- 
cal Association at Regina, June 26, 1925. 


ing together in a mortar, one part of bismuth 
subnitrate and two parts of iodoform, into which 
is incorporated about one part of liquid paraffin. 
The exactequantity of the latter depends upon 
the bulk of the powders, which varies in differ- 
ent samples. Enough should be used to make 
a thick paste, which when rubbed into the wound 
leaves a thin adherent smear over its surface. 
The paste should not be sterilized after pre- 
paration. Experience has shown that this is 
unnecessary ; furthermore, sterilization by heat 
produces physical changes which are undesir- 
able. 

The bacteriological and chemical actions of 
the paste are not discussed by Sir Rutherford 
Morrison. Indeed he claims for his method that 
it proves that -‘‘clinical observation and experi- 
ence are still of more value than laboratory find- 
ings and experiments in connection with the 
condition of wounds, and as a guide to their 
treatment.’’ He, however, refers us to an arti- 
ele published by Chambers and Goldsmith.’ 
These authors, working with staphylococci in 














tubes of nutrient broth containing twenty per 
cent horse serum found that if bipp was added 
they got complete sterilization after twenty-four 
hours’ incubation; whereas pastes made up of 
bismuth subnitrate and paraffin, or of iodoform 
and paraffin had no appreciable effect. After 
studying the chemistry of the different ingred- 
ients of bipp they concluded that its bacteri- 
cidal action results from the liberation of free 
iodine; and that this iodine is set free from the 
iodoform by nitric acid which is formed by slow 
hydrolysis of the bismuth subnitrate. 

Sir Rutherford Morrison tells us that bipp 
does not always completely sterilize the wound, 
for in those cases in which there is a discharge 
after operation, this discharge usually contains 
micro-organisms. He points out, however, that 
there is no evidence of deep sepsis, and con- 
eludes that the deeper parts of the wound are 
sterile, and that the micro-organisms present 
come from the surface of the surrounding skin. 
It would appear that there is enough free iodine 
constantly being liberated to make the contents 
of the wound impossible as a culture medium, 
and to turn the scale in favour of the defen- 
sive forces of the body. 

The technique? of applying bipp as detailed 
by the author of the method should be carefully 
followed. After the wound has been thoroughly 
cleaned mechanically it is scrubbed out with 
gauze soaked in alcohol. Hemostasis must 
be as nearly complete as possible, although some 
hemorrhagic oozing does not necessarily lead to 
failure. The bipp is then rubbed into the wound 
so as to leave a thin smear only, all excess of 
bipp being removed. He states that if this is 
done there is no danger of serious poisoning, 
and he does not hesitate to leave as much as one 
drachm of bipp in the tissues. The wound is 
then closed in layers without drainage. 

The treatment of osteomyelitis depends upon 
the exact pathology that may be present at any 
given time. This varies greatly, but can be con- 
sidered under three headings corresponding to 
three stages of the disease, as follows: 

First, acute osteomyelitis seen before there is 
extensive destruction of tissue, and while the 
disease is still confined to the medulla of the 
bone. 


Second, acute osteomyelitis seen at a somewhat 
later stage, when there is pus under the perios- 
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teum or in the soft parts, but no complete separ- 
ation of dead bone from living. 

Third, chronic osteomyelitis requiring treat- 
ment because of the presence of discharging 
sinuses, bone cavities, sequestra, and so forth. 

The first class of case is rarely seen by the 
surgeon. It has been customary to blame the 
family physician for this, and to lecture him on 
the importance of an early diagnosis, telling him 
that if these cases are recognized immediately 
and treated by simple drainage of the medulla, 
they will recover forthwith. The late John B. 
Murphy* made a great point of this, comparing 
osteomyelitis with appendicitis, and insisting 
that the arguments in favour of early diagnosis 
and prompt intervention were applicable as well 
to the former as to the latter. 

It would appear, however, that osteomyelitis 
is practically never recognized at a stage when 
it can be cured by simple drainage of the 
medulla. This is no doubt due partly to the 
difficulties of diagnosis and partly to the nature 
of the malady. I have grave doubts whether 
there is in most cases a stage when the disease 
can be cured by this simple procedure. The 
problem is still further complicated by the fact 
that one cannot know which of these cases will 
resolve without intervention. We have all seen 
patients in whom the disease began in two or 
more situations at about the same time, but one 
or more of these foci cleared up entirely, while 
one or more went on to run a typical course. 
It is my belief that there are other cases in 
which there is only one focus, which resolves 
without treatment, leaving behind it nothing but 
a puzzled family physician, less apt to diagnose 
the next case of osteomyelitis that presents itself, 
especially as he has seen many patients suffer- 
ing from typical or atypical rheumatism in the 
meantime. 

I do not wish to pose as a champion of slip- 
shod diagnosis. We should recognize osteomye- 
litis as early as possible, and should institute 
drainage as soon as the diagnosis is made. But 
I believe that the difficulties of diagnosis 
are so great, and the progress of the dis- 
ease such, that we have no right to find fault 
with the family physician if his patients with 
osteomyelitis are not referred early enough to 
be cured by drainage of the medulla. Be that 
as it may, the fact remains that it is only after 
hours or days of observation that the attending 
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physician realizes that he is not dealing with 
acute rheumatism, and so the great majority of 
patients do not reach the surgeon until the dis- 
ease is well on in the second stage. In the aver- 
age case swelling soon forms over the affected 
bone, which is exquisitely tender on deep pres- 
sure. Salicylate treatment has not given the 
expected improvement, the fever remains high, 
and the leucocyte count, if made, is also too high 
for rheumatic fever. Then and not till then 
surgical aid is sought. 

The treatment at this stage is fairly well 
agreed upon. These patients may be said to be 
too late for an early operation, and too early 
for a late one. Adequate drainage of the soft 
parts and of all foci in the bone must be insti- 
tuted, perhaps reinforced with Carroll-Dakin 
treatment or hot fomentations, and the drainage 
must be maintained until the disease has settled 
down, and until the dead bone has separated 
from the living, that is until the third stage has 
been reached. 

It is in the third stage that we have found 
bipp so useful. Before we began to use bipp 
our treatment was to remove the sequestrum, 


level the walls of the cavity so that the soft 
parts would fall in, or failing this, to endeavour 
to fill what was left of the concavity with 
pedunculated grafts of muscle or fat, and then 
to drain the wound, making sure that it healed 


from the bottom. This procedure was fre- 
quently followed by lighting up of the infection 
with free suppuration, which, however, finally 
subsided, and was often eventually followed by 
a cure. But in the meantime, the patient had 
been submitted to many painful dressings, and 
not infrequently the ‘‘flare-up’’ had caused new 
destruction of tissue, especially of old scar tis- 
sue, with perhaps the formation of new seques- 
tra, and consequent failure to cure. 

The routine treatment of such patients in our 
clinic has come to be as follows: The affected 
bone is exposed by an adequate incision, the 
amount of exposure depending upon the extent 
of the disease as shown in the skiagram. Any 
sinus that. may be present is followed to its 
point of origin from the bone. All suspicious 
areas are thoroughly opened up, and all dead 
bone removed. The walls of the cavity or 
trench so left are next chiselled away, leaving 
if possible only a shallow concavity lined with 
healthy bone, which will be entirely filled by soft 
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parts. Not infrequently the latter tend to bridge 
over the concavity leaving a shallow dead space. 
This can sometimes be obviated by making re- 
laxing incisions, and by placing the sutures so 
as to ‘‘tuck’’ the soft parts in to fill the dead 
space. If this is impossible, as it often is in 
the vicinity of the knee or ankle, the space that 
is left is filled in with free grafts of fat. Then, 
as soon as hemostasis has been made as nearly 
complete as possible, the wound is thoroughly 
scrubbed out with gauze soaked in alcohol, 
bipped, and closed in layers without drainage. 

The free fat grafts are an important addition 
to our armamentarium in dealing with bone 
cavities. Muscle transplants had rarely proved 
satisfactory. They were not always available. 
Muscle tissue retracts markedly when its con- 
nections are severed; furthermore it soon atro- 
phies when not functioning, shrinking to a very 
small percentage of its former bulk. Again, if 
any considerable mass of muscle is used to fill 
a bone cavity some disability must result. 
Pedunculated fat grafts were not open to most 
of these objections, but usually it was impos- 
sible to obtain them. Free fat grafts would not 
live in a septic cavity. With the advent of bipp 
the free fat grafts fulfil the indications admir- 
ably. They are always available. Unlike muscle 
they do not tend to shrink too rapidly to be re- 
placed by the new bone that gradually forms 
after operation. The grafts can often be taken 
from the vicinity without making another 
incision. If this is not feasible they should be 
taken from the outer side of the thigh, where 
the fat, is more fibrous than it is over the 
abdomen. 

Sir Rutherford Morrison states, to quote from 
a recent article, ‘‘By this method, properly ap- 
plied, it is possible to close infected wounds 
without drainage, always with impunity, and 
frequently with the result that ‘healing by first 
intention’ occurs.’?’ Our experience has been 
quite as satisfactory although ‘‘healing by first 
intention’’ has not been a frequent result. Cer- 
tainly the convalescence of these patients has 
been much smoother since we began to use bipp. 
There are no painful dressings; usually the 
wound is not inspected for ten days or two 
weeks, when the stitches are due for removal. 
There is no septic flare-up. As a rule there is 
no more post-operative temperature than is seen. 
after any aseptic operation of similar extent. 
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There are no bone cavities which cannot be filled 
either by soft parts or by fat grafts, and there- 
fore no excuse for leaving a dead space. 
Although the wound is not often completely 
healed at the time of the first dressing it is 
usually healed over the greater part of its extent, 
and no matter how much discharge may be pre- 
sent, there is never any evidence of deep in- 
flammation. 

It is not claimed that bipp has altogether 
solved the problem of the management of osteo- 
myelitis. Delayed healing, sometimes amounting 
to failure, and necessitating a second operation, 
does occur even with bipp. The causes of these 
unsatisfactory results will now be considered 
briefly. An incomplete levelling of the walls of 
the concavity, incomplete removal of the sclerosed 
walls of the concavity, small fat grafts so small 
that considerable dead space is left behind, and 
any other technical imperfections may lead to dis- 
appointing results. Most of these are avoidable, 
although in certain cases it may require nice 
surgical judgment to decide how far one can 
safely go in removal of bone, without endanger- 
ing the integrity of a shaft or of a joint. Cer- 
tainly bipp and. fat grafts make these decisions 
easier, and enable us to succeed where success 
without bipp would have been impossible. An- 
other cause of delayed healing is the breaking 
down of old scar tissue, exposing the bone or 
graft. It should be stated, however, that, as 
Sir Rutherford Morrison has pointed out, even 
if the fat graft is exposed it does not lose its 
vitality, ‘‘but slowly becomes vascularized,’’ and 
lives on to fulfil its purpose. If the bone is 
exposed a thin shell of it dies, which is finally 
cast off as a sequestrum, and healing occurs only 
after the lapse of a long time, with the founda- 
tion of much scar tissue. Every effort should 
therefore be made to get a covering of healthy 
skin that comes together without tension. Some- 
times this can be best done by more extensive 
removal of bone than would otherwise be indi- 
eated. Excision of scar tissue, wide under- 
cutting of soft parts, scoring of skin flaps, re- 
laxing incisions, stay sutures, and transplanting 
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of skin flaps are some of the means at our dis- 
posal in these difficult cases to insure covering 
of the operative area with skin that will not 
break down. 

The symptoms of bipp poisoning are said to be 
similar to those of wound toxemia—high tem- 
perature, rapid pulse, emaciation, and delirium 
—and in some eases, bronzing of the skin, 
diarrhea, and stomatitis. None of our pa- 
tients have shown any of these symptoms, 
with the exception that there has been in some 
cases a sharp rise of temperature and pulse on 
the first or second post-operative day, which sub- 
sided in a day or two without any special 
treatment. Sir Rutherford Morrison tells us 


that serious symptoms of poisoning did occur 
in the early days of the method, when no atten- 
tion was paid to the quantity left in the tissues. 
Our experience leads us to affirm that if care 
is taken to remove all excess of bipp, leaving 
only a thin smear over the surface of the wound 
there is no danger of serious poisoning. 


Summary 


1.—Because osteomyelitis is seldom recognized 
at a stage when it can be cured by simple drain- 
age of the medulla, almost all patients suffering 
from this disease eventually become suitable for 
this form of treatment. 

2.—The use of bipp after the method outlined 
enables us to close septic wounds without drain- 
age with impunity. 

3.—Free fat grafts, because they will live in 
a septic wound that has been ‘‘bipped,’’ solve 
the problem of those cases in which it would 
otherwise be impossible to close the wound with- 
out leaving a dead space. 

4.—There is no danger of serious bipp poison- 
ing if care is taken to remove all excess of bipp. 
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FRACTURES 


S. B. MacMiuan, M.D., F.R.C.S. 


Prince Albert, Saskatchewan 


JN presenting this paper I wish to say that you 

will hear nothing new on this old subject, the 
paper being merely a brief talk about something 
which we all have to deal with and which may 
be encountered at any time or place. I purpose 
simply to review a few phases of this subject 
in a broad general way hoping to recall to your 
mind some points which may have been forgot- 
ten or have been lying dormant. 

As you all know, there are two great varieties 
of fractures: (1) Pathological or spontaneous; 
(2) traumatic. A pathological fracture is due 


primarily to some diseased state of the bone 
and whenever we find a bone broken by 
some slight degree of violence, a pathological 
condition should be suspected, and a careful ex- 
amination made with x-ray before the injury is 


treated. A common example of this condition 
is atrophy of bone in old people. Chronie dis- 
eases of the nervous system, osteomalacia, and 
rickets, may also be causative factors. When- 
ever a fracture occurs in a person falling their 
own height we should always suspect some 
diseased condition of the bone. 

Traumatic fractures are produced in two 
ways; either by violence from without, or, by 
muscular contraction, as seen, for instance, in 
fractures of the patella. The three character- 
istic signs of fracture, are unnatural mobility, 
deformity and crepitus. When these signs are 
present we can unhesitatingly diagnose fracture, 
but if one or more are absent we cannot say 
that there is no fracture. A fracture may be 
present and yet there may be no unnatural 
mobility because the fracture may be incomplete, 
ie. greenstick, or the ends may be impacted, or 
the overlying tissues may be in such a degree 
of tension that movement between the fragments 
cannot be detected. Again, there will be no de- 
formity, when no displacement takes place. 
Crepitus, that old familiar sign which set us all 
tingling the first time we detected it as students 
may not be present because of impaction, or 
when the fragments completely override one 


another, or when they are separated by an inter- 
val, or when soft tissues are interposed between 
them. So the characteristic features which are 
diagnostic of fractures may not be present, and 
let me remind you not to be too persistent in 
trying to elicit these signs. Why? Because, 
first, of the pain which such manipulation 
causes; because vigorous handling may do harm 
by undoing impaction, may cause damage to 
soft parts, may produce a displacement which 
does not already exist, or, most important of 
all, may convert a simple into a compound frac- 
ture. Hence, while feeling fairly certain that 
a fracture exists, we may be unable to demon- 
strate it clinically and afraid to take too vigor- 
ous action because of damage which might occur. 
In such a predicament be careful and cautious, 
and have recourse to the x-ray. Remember, 
however, that the x-ray is by no means infallible 
and may get one into trouble. Remember that 
a radiogram is merely a picture of the shadow 
of the object exposed, not a photo of the object. 
Several fallacies may occur. In young subjects 
epiphyseal lines may be mistaken for fractures, 
or the ossifying centres of the epiphyses for 
separated fragments of the bone. In the neigh- 
horhood of joints the bones may be crossed by 
pale bands due to the rays travelling through 
the cavity of the joint, thus simulating a frac- 
ture. On the other hand a fracture may be 
present. but overlooked, as for instance when 
there is no displacement, or when the line of 
fracture is crossed by the shadow of an adjacent 
bone. It is also to be remembered, especially 
from a medico-legal standpoint, that as early 
callus does not cast a shadow the appearance of 
fracture may persist after union has taken place, 
and divergence of the rays may cause a fracture 
to appear displaced when it is in good position. 

These few points show us some of the difficul- 
ties we may encounter in the diagnosis of frac- 
ture. 

Another difficulty is the correct interpretation 
of pain in these cases. Three forms of pain may 
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be present in fractures: (1) Pain independent 
of movement or pressure; (2) pain induced by 
movement of the limb, and (3) pain elicited on 
pressure. In injuries by direct violence pain 
independent of movement or pressure is never 
diagnostic of fracture as it may be due to bruis- 
ing or tearing of soft tissues. 

Prognosis.—It is always well to be guarded 
in a prognosis and especially so in fractures. 
Several factors have a bearing in making a prog- 
nosis. Danger to life in simple fractures de- 
pends chiefly on the occurrence of complications, 
such as hypostatic pneumonia, which are 
especially apt to occur in old people. The great- 
est and most frequent cause of permanent dis- 
ability after a fracture is angular displacement. 
Sometimes a slight degree of angularity may 
lead to a serious loss of function, especially in 
the lower limb; in which the joints above and 
below the fracture may be placed at a disad- 
vantage, and arthritic changes result from the 
extra strain thrown upon them and the rare- 
faction of the bone which may follow. Other 
factors influencing the prognosis are fibrous 
union, impairment of growth, stiffness of joints, 
ete. 

Treatment.—In no branch of surgery or medi- 
cine can more glowing results be obtained. Like- 
wise there is no branch in which there can be 
more unsatisfactory results, and more adverse 
criticism. One thing to remember is, that nature 
always does her share if given a chance. Let me 
' quote to you the following from a report of a 
special committee appointed only two years ago 
to deal with the treatment of fractures. ‘‘In 
the first place we must remember that there is 
no recognized authoritative standardization of 
fundamental principles governing the treatment 
of fractures. Further, there are no generally 
recognized appropriate uniform methods of 
treatment. One is not going too far in making 
the general statement that the results of frac- 
ture treatment are in the main poor. There may 
be good results; sometimes there are remarkable 
results, but in general, the results are poor; poor 
anatomically, poorer functionally.’’ 

The first thing one should remember in treat- 
ing a fracture is this, that the condition of the 
limb inside the skin is probably much worse 
than appears on the surface, owing to infiltra- 
tion of soft tissues with blood, and bruising and 
disorganization of the muscles. It is not alone 
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the bone that is damaged. In the setting and 
treatment of fractures there are three main indi- 
cations. First, to get the bones into a position 
as nearly natural as possible. Usually force is 
required for this and an anesthetic is neces- 
sary. Second, after the bones have been brought 
into as good a position as possible some appar- 
atus must be applied to keep them in that posi- 
tion. In many cases some form of traction is 
necessary. If reposition of the fragments is not 
well advanced by traction in two or three days 
something is wrong and other measures will 
have to be adopted. After a fracture has been 
put in good position it may become displaced. 
There are many causes for this, all mechanical, 
but two of the most important and often not 
thought of, are gravity and muscular action. 
Both these must always be considered if dis- 
placement occurs after treatment. The third 
indication is, that every effort must be made to 
restore the function of the part. Prolonged fixa- 
tion may cause damaged tendons, nerves, and 
joints to become useless. This can be prevented 
by the use of massage. I do not think we Can- 
adian doctors use massage enough. We, prac- 
tically speaking, learn nothing about it at our 
universities so do not employ it in our prac- 
tice. Now what are the advantages of massage 
in fractures to which it is applicable? If done 
properly, beginning on the proximal side of the 
injured area and stroking upwards, it empties 
the veins and lymphatics and helps to disperse 
the effused blood and serum. Gradually the 
massage is to be applied over the swollen area 
and down to the seat of fracture and into the 
parts beyond. In this way the circulation 
through the damaged segment of the limb is im- 
proved, the veins are emptied of blood, the re- 
moval of effused fluid is stimulated and muscu- 
lar irritability is allayed. If done once a day 
for from fifteen to twenty minutes it is espec- 
ially useful in fractures in the neighbourhood 
of joints. 

The bugbear of fractures to the general prac- 
titioner is the compound one. Here the main 
indication is to assure asepsis as promptly as 
possible. You are all familiar with the steps 
necessary in such cases. Keep your fingers out. 
If a bone protrudes render it aseptic as thor- 
oughly as possible, with no handling by fingers, 
and return it. If only a small splinter pro- 
trudes, with sterile bone clipping forceps clip 
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it off, pressing hard on the skin to press out that 
part which is just beneath the skin. Thoroughly 
cleanse the surrounding skin with benzine and 
aleohol and then paint the whole area including 
the wound with iodine. A difficult question to 
decide often confronts the attending physician 
and that is, ‘‘Is amputation necessary?’’ A 
few broad general rules may be of service. If 
you decide to try and save a limb, first tell the 
patient or friends what you are attempting, so 
that they may share the responsibility. You can 
afford to take risks with the young that you can- 
not with the aged. Always try to save an upper 
limb. Here you can take risks which would not 
be justifiable in a lower limb. 

In a general way one may say that primary 
amputation of a limb for compound fracture 
is necessary: (1) If it is impossible to attain 
a reasonable amount of asepsis; (2) if the soft 
parts are so extensively damaged that their recov- 
ery is improbable; (3) if the vascular and ner- 
vous supply of the limb has been grossly dam- 
aged; (4) if the bones have been so shattered as 
to be beyond repair; (5) if the limb, even if heal- 
ing should take place, will be less useful than 
an artificial one. Do not forget in these cases 
that there is always considerable shock and it 
is better to wait twenty-four to forty-eight hours. 

A serious ending to the treatment of fractures 
is non-union. By far the most frequent cause 
of non-union is the interposition of soft tissue 
between the fragments. In practically every 
case with extensive displacement of the frag- 
ments soft tissue will find its way between the 
ends of the bones unless reduction occurs quickly. 
If this happens, the case must be operated on, 
for the osteoblasts from either side will not be 


Studies on Gastric Ulcer.—<Acute ulcers of 
the stomach have been produced by A. C. Ivy 
and P. F. Shapiro, Chicago, in dogs and rabbits 
on the basis of local anaphylaxis to foreign pro- 
teins. Rabbits were injected with a protein 
until a skin ulcer was obtained. The spec- 
ifie protein was then injected aseptically 
into the gastric mucosa. Dogs with a py- 
lorie pouch were sensitized to a protein. The 
provocative dose was injected into the mucosa 
of the pouch, and into the adjacent skin.. The 
precipitin titer of the blood was followed in both 
series of experiments. The gastric mucosa of 
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able to penetrate the intervening tissues. If 
the displacement is not marked, or if reduction 
is easily accomplished and maintained, there is 
probably no tissue between the fragments, and 
such eases are best treated by conservative 
methods. 

Conclusions.—A few general remarks in clos- 
ing. While it is true that there is a tendency 
on the part of many to do away with plaster 
casts, yet I feel that for the present, until a 
better substitute is provided, the general prac- 
titioner will have to depend largely on them. 
As a general working rule plaster casts or ex- 
tension should be applied to all fractures of the 
lower extremity. For the upper extremity casts 
may be used with excellent results above the 
elbow, never forgetting the triangular splint. 
For fractures about the elbow joint special at- 
tention and adjustment are necessary. In the 
majority of cases the position of acute flexion, 
the so-called Jones’ position, works best, but 
remember that fractures of the olecranon pro- 
cess, fractures between the condyles of the 
humerus and fractures of the internal condyle 
should be dressed in complete or nearly com- 
plete extension. For fractures of the forearm, 
between elbow and wrist, splints are more adapt- 
able and it is best to use two. A very important 
fact about these fractures is often overlooked, 
and may cause serious trouble. Our method of 
treatment must depend on the place of the frac- 
ture, according to its being above or below the 
insertion of the pronator radii teres. If above 
the insertion of this muscle the arm must be 
placed in complete supination, and then acutely 
flexed. If below, then splints are to be applied 
with the arm in mid-position. 


the rabbits killed at varying intervals presented 
the following sequence of pathologic changes at 
the site of injection: (1) local passive hyperemia 
and edema in from one to two days after injec- 
tion of the specific protein into the gastric 


mucosa; (2) induration and necrosis in from 
two to five days after; (3) ulceration in from 
three to six days, and (4) healing with papillo- 
matous overgrowth after twelve days. In one 
rabbit, an ulcer was still present thirty-three 
days after. Positive results were obtained with 
egg albumin, beef protein, oat protein, edestin and 
horse serum.—Jour. Am. Med. Ass., Oct. 10, 1925. 
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ACUTE SUPPURATIVE APPENDICITIS* 


W. A. Lincoin, M.D., C.M., F.R.C.S. (Eng.), F.A.C.S. 


Calgary 


[DISEASE processes are constantly changing 

and new diseases are replacing the old. One 
of the most outstanding modern developments 
is the growing inability of the body to resist its 
own organisms. The most outstanding example 
of this is the rise of appendicitis as a patho- 
logical condition. Previous to forty or fifty 
years ago this condition was rarely heard of and 
a perusal of the records of some of the older 
hospitals where careful post mortem notes have 
been kept for over a hundred years, shows that 
it was only a very small factor in the death rate 
of that time; while to-day in spite of modern 
surgery it presents a considerable mortality and 
if anything, an increasing rather than a de- 
creasing one. During 1923 the mortality from 
appendicitis in England was the greatest in the 
history of the country. In Alberta in 1923, 
125 people lost their lives from this cause, while 
in 1924 the number rose to 136. In the two 
Calgary hospitals in 1923 there were 244 acute 
cases with nineteen deaths—a mortality of 7.78 
per cent.; while in 1924 the number rose to 273 
with twenty-two deaths—a mortality of 8 per 
cent.—probably more deaths than occurred in 
all Canada one hundred years ago. Our hos- 
pital classification does not separate the acute 
non-perforated from those which had perfor- 
ated, but I think it fair to assume that fully 
half were operated upon before perforation so 
that if the perforated cases alone were consid- 
ered our death rate must have been 16 per cent. 
or over; truly a very high mortality. 

I thought an analysis of these forty-one deaths 
might point a way to an improved method of 
handling these cases, and I shall make some 
observations which I hope will provoke some dis- 
cussion and awaken a new interest in this sub- 
ject. Seven cases had to be discarded because of 
inadequate histories or associated conditions, so 
that thirty-four cases treated by eighteen differ- 
ent surgeons were used for this study. There 


*Read at the meeting of the Alberta Medical Asso 
ciation, September 16, 1925. 


were twenty-six males and eight females which 
corresponds with the usual greater frequency 
of this disease in males. There were eleven cases 
in children and one in a patient over seventy. 
This would bear out the oft expressed view that 
children do not bear this condition well. The 
diagnosis as a rule is not difficult—perhaps the 
most reliable sign being local tenderness, 
although in retro-ccecal cases this may be very 
slight. The pulse and temperature are not char- 
acteristic. In nineteen cases the temperature 
was only ninety-nine or less on admission to 
the hospital, and in eleven cases the pulse was 
eighty or less, so that it is not always safe to 
wait for a rise in temperature or pulse rate. 
Of the two the pulse rate is the more important, 
a rapid pulse usually means a serious condition 
but on the other hand an extensive process may 
arise without an increase in the pulse rate. The 
leucocyte count also is not a very reliable sign 
in either diagnosis or prognosis. The count 
varied from 4,000 to 48,000, and in thirteen it 
was below 15,000, the remainder being above this 
figure. The ones with the low leucocyte count 
were not as a rule more severe than the others. 
The impression is often obtained that many of 
these bad eases are brought in long distances 
from the country and are thus in a serious con- 
dition when seen. In this series only twelve 
cases came irom outside the city. 

The greatest emphasis must be placed on the 
necessity of operating before rupture takes 
place. Once rupture occurs the risk increases 
enormously. The day on which rupture may 
occur cannot be foretold. Five cases were oper- 
ated upon within twenty-four hours of the onset 
of the symptoms and all except one had rup- 
tured. Eight were operated upon during the 
second day and six during the third day, all of 
which had ruptured. Thus, nineteen cases were 
operated upon inside of three days. Following 
this there was a decrease in the number of cases, 
two only during the fourth day, no cases during 
the fifth day and one during the sixth day. 
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After this there is an increase. Seven occurred 
during the seventh day and five who had had 
symptoms longer than seven days; making thir- 
teen cases which had gone seven or more days 
and in which there was a definitely localized 
abscess. These figures would indicate that there 
is not much to be gained by waiting once the 
appendix is perforated, if the mortality during 
localized abscesses is as great as these figures 
indicate. Several of these cases were seen by 
a doctor from one to several days before oper- 
ation was performed. In some cases the patient 
refused operation and in others operation at 
first was not suggested. Many cases had a pur- 
gative before calling the doctor. The public 
ought to learn that an abdominal pain of any 
kind should be regarded very seriously and that 
the proper treatment for it is not a purgative 
except under medical advice. ; 

The length of time taken for the operation 
varied from fifteen to sixty-five minutes. In 
twenty-five cases the time was thirty minutes 
or longer. I believe the length of time and the 
amount of blood lost, together with the trau- 
matism inflicted is a factor in the outcome. 
The position of the appendix is also an impor- 
tant factor, but in most of the reports this was 
not noted. In thirteen cases the condition had 
existed. for seven days or longer and there was 
a definitely localized abscess, and in ten of these 
the appendix was removed. This would seem 
to.be a too high mortality for this class of case, 
and one cannot but believe that too much is often 
attempted at the operation and valuable ad- 
hesions broken down. In the remaining twenty- 
one cases all but two had the appendix removed. 
All of these cases had drainage and in some cases 
several tubes or gauze packs were used. Some 
had drainage in the flank. The question of 
drainage is often a difficult one to decide but in 
this series all were drained, and it would not 
appear that the question of drainage had any- 
thing to do with the outcome. The conditions 
which demand drainage might be enumerated 
as :— 

1.—An extensive purulent exudate. 
2.—A localized abscess. 


3.—A blood stained fluid. 


4.—Extreme toxemia of the patient. 

5.—A very dry inflamed condition of the peri- 
toneum. 

6—An extensive raw surface or uncontrolled 
bleeding. 


An extensive serous exudate is a good prog- 
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nostic sign and does not need to be drained. 
Children require drainage where an adult would 
not, as their peritoneum has apparently not 
acquired as much resistance as one finds later 
in life. All cases were put in the Fowler posi- 
tion and had rectal salines. Morphine in various 
amounts was given in every éase. In other 
words, some form of the Ochsner treatment was 
earried out. The amount of fluids given by the 
mouth varied in wide limits—some were not 
allowed anything, others were given water, and 
others were put on any fluid. The amount of 
morphine also varied from one or two doses to 
full toleration. Because of the variation in the 
Ochsner treatment it becomes difficult to esti- 
mate its full value. Only four cases had pitu- 
itrin and only a few had a purgative or an 
enema so that in this series very little attention 
has been paid to producing a bowel movement. 
The length of time that these cases lived after 
operation was :— 


Under twenty-four hours 

Two days 

eS ee eee 
Four days 

Five days 

Six days 

Seven days 

Over seven days 


The cause of death was obstruction of the 
bowels in two cases, post-operative hemorrhage 
in ‘two cases, two cases lived a considerable time 
and died from multiple abscesses. One case had 
acute mania but probably suffered from peri- 
tonitis. Twenty-eight cases died from symptoms 
which would indicate a spreading peritonitis. 
One case was operated upon before rupture and 
quite a considerable number very soon after 
rupture and before very much of the peritoneum 
had become involved—yet in the face of this 
fact, and under a modified form of Ochsner 
treatment twenty-eight cases developed peri- 
tonitis from which they died. Of course, it is 
true that many other cases under this form of 
treatment recovered. 

It is apparent from these figures that quite 
a number of cases died soon after operation. 
Ten cases died on the first or second day. These 
eases probably developed a generalized infection, 
either from a lowered resistance or from a mas- 
sive virulent infection, and died rapidly no mat- 
ter what form of treatment was adopted. In 
many of these rapidly fatal cases, I noted that 
the operation was prolonged and often attended 
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with considerable manipulation or loss of blood, 
and this was probably a factor in the outcome. 
Another considerable number of cases died on 
the third or fourth day. There were fifteen of 
such cases. These cases died from a spreading 
peritonitis with a steady increase in pulse rate, 
with a rise or in some cases a normal temper- 
ature, with no, or very little, abdominal pain, 
but with distension and later vomiting. Samp- 
son Handley has shown that it is not the infec- 
tion which kills these patients, but the absorp- 
tion of the toxic products of the intestines, and 
if these products are removed a patient will 
not die from peritonitis until some weeks, when 
they die of pywmia, septicemia or a definite 
obstruction. ‘ihe Ochsner treatment is for the 
purpose of limiting the spread of any infec- 
tion, by arresting peristalsis and keeping the 
abdomen at rest to allow any peritonitis to local- 
ize, but once the peritonitis has become more or 
less diffuse, with the consequent paralysis of the 
bowels together with distension and vomiting, 
the condition has entirely changed and one’s 
treatment must be altered. The danger here is 
from the absorption of the toxic contents of the 
bowels, and our efforts must be directed to the 
removal of these toxic products. Pituitrin, gas- 
tric lavage, purgatives and enemas are all use- 
ful, but in extreme cases the bowels are so com- 
pletely paralyzed that none of these measures 
are effectual. Victor Bonney, Sampson Hand- 
ley and others advocate reopening the abdomen 
and doing an anastomosis between the upper 
part of the small bowel and the transverse colon, 
and the insertion of a Paul’s tube into the 
eecum. Sampson Handley reports four cases 
who were in extremis so treated with three re- 


Histology of Juvenile Amaurotic Idiocy.— 
The two cases described by Greenfield and 
Holmes belonged to the same generation of a 
family, the other members of which were healthy 
as far as could be ascertained. The parents 
came of pure English stock in which no inter- 
marriage with Jews had occurred. A maternal 
uncle was mentally defective, due, it is stated, to 
instrumental delivery at birth, but though un- 
able to read he has earned his own living and 
served in the army during the late war. The 
other collaterals of both parents and their de- 
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eoveries, the other case dying of pyemia 
only after a considerable interval. The large 
number of cases dying from peritonitis in this 
series, many of which were operated upon im- 
mediately after rupture and before an extensive 
peritonitis had become established, would indi- 
cate that the Ochsner treatment in itself is not 
sufficient for many patients and must be sup- 
plemented by some more active measures. One 
must always be on the watch for organic ob- 
struction. It is usually indicated by cramp-like 
pain followed by vomiting, and unless prompt 
relief is obtained by purgatives, enemas or pitui- 
trin, operative procedures must be carried out. 
Post-operative hemorrhage should be controlled 
by packing, sutures, or if necessary a blood 
transfusion. 

The following conclusions I think can be 
fairly drawn from a study of these cases: 


1.—The public should understand that any 
abdominal pain should be treated seriously and 
a purgative taken only after medical advice. 

2.—Operation must, if possible, be done before 
perforation. 

3.—There is no evidence to indicate that it 
is safer to wait during any stage of this disease. 


4.—Operation must be performed quickly and 
with as little manipulation as possible. 

5.—Loealized abscesses should be drained 
without traumatism or breaking down of 
adhesions. No effort should be made to remove 
the appendix unless it can be done with the 
greatest ease. 

6.—The Ochsner treatment should be used fol- 
lowing operation but in those cases which do not 
respond more active measures must be adopted 


scendants are all healthy. The essential lesion 
of the disease is a special form of degeneration 
of the cell body, associated with the deposition 
in it of a peculiar form of lipoid. In many in- 
stances the axons undergo a secondary degener- 
ation, but in other systems the axonal processes 
remain intact, though the cells that give them 
origin are severely affected. The finer histo- 
logic features, as well as the severity of the 
disease, varied in different systems of neurons, 
but all belonged to the same type—Brain, June, 
1925. 
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RECENT ADVANCES IN SURGERY* 


Wituiam O. Stevenson, M.B., F.R.C.S. (Edin.) 


Hamilton 


[N the short time at my disposal I can do no 

more than touch lightly upon the more im- 
portant recent advances that have been made 
in surgery, but I have endeavoured to expand 
a little on those subjects which are of most use 
to us in this locality. 

Surgery of the Head and Neck.—In the sur- 
gery of the skull, operation under local anss- 
thesia by nerve blocking has distinct advan- 
tages. It eliminates the dangerous congestive 
state of the tissues under ether. The bone can 
be drilled and trephined, the dura and the brain 
tissue can be cut without pain. Convalescence 
is usually smooth and uncomplicated. 

In the surgery of brain tumours the present 
immediate mortality for their removal is about 
30 per cent, and about 20 per cent more die be- 
fore they leave the hospital. This is an improve- 
ment on the figures of ten years ago, but never- 
theless, it is so high that most surgeons are 
advising conservative decompression rather than 
radical removal. Pedicled tumours of the brain, 
such as those of the cerebello-pontine angle and 
the endotheliomata of the meninges, are being 
removed. The x-ray may be employed to sup- 
plement the clinical examination and assist in 
the localization. An x-ray picture of the ven- 
tricles may be obtained after they have been 
filled with oxygen, and an x-ray shadow of the 
calcified pineal gland; both are of considerable 
value. 

Surgery of the Thyroid.—During the past 
year the literature has been yich in articles in 
favour of Plummer’s treatment of goitre with 
Lugol’s solution, introduced at the Mayo Clinic 
in 1922. Briefly stated, the indications for the 
use of iodine in the treatment of the various 
forms of goitre are as follows: 

1.—In the parenchymatous or colloid goitre 
in which pathology shows an insufficient iodine 
content, iodine should be given. 

2.—In adenomatous goitre, whether there are 


*Read before the Ontario Medical Association, Dis- 
trict Meeting, Niagara Falls, September 9, 1925. 


one or multiple tumours, iodine should never 
be given, as toxic symptoms will almost certainly 
supervene. The adenoma is now looked upon 
as a potential source of danger. It will continue 
to grow larger; it may become cystic; it may 
bleed; it may suppurate; it may become cancer- 
ous; or it may turn toxic. It should, therefore, 
be treated surgically, for cosmetic reasons, 
for pressure symptoms, if it is intrathoracic, 
if the patient is over forty years of age, or if 
the goitre becomes toxic or cancerous. 

38.—In exophthalmic goitre iodine is valuable 
as a pre-operative treatment. Lugol’s solution 
used for four to seven days in doses of ten to 
sixty minims three times a day either by mouth 
or by rectum, and continued for two or three 
days after operation, produces a smooth con- 
valescence and has saved many lives. 

There has been no distinct improvement in 
the operation of thyroidectomy nor in the anes- 
thetic. Gas and oxygen with local anesthesia 
is considered the best. There is a tendency to 
the development of ‘‘goitre centres’’ for sur- 
gical treatment in the larger cities, and the 
statistics shown by these centres indicate a 
lower mortality. 

Surgery of the Sympathetic Nervous System. 
—The treatment of angina pectoris by cervical 
sympathectomy has brought about improvement 
in 50 per cent of cases. The rationale of the 
operation is based on the fact that the cardiac 
plexuses surrounding the arch of the aorta are 
supplied by six branches, one from the superior, 
the middle and the inferior sympathetic gang- 
lia on each side and also by branches from 
the trunk ganglion of the vagus, i.e., the de- 
pressor nerve, which runs by way of the 
superior laryngeal nerve. Angina has been 
shown in some cases to be accompanied by fibro- 
sis and degeneration in some or all of these 
ganglia. In the radical operation, one should 
therefore seek to resect all sympathetic bran- 
ches and to sever connections with the trunk 
ganglia of the vagus. 
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This operation has been done for the relief 
of epilepsy and asthma, but it has proved of 
little value. There is a morthlity of 20 per cent 
attending the operation, so that it should never 
be lightly undertaken. 

I must mention here the work of the late 
John Hunter and Dr. Norman Royle, of Aus- 
tralia, in discovering the presence of afferent 
fibres running in the grey rami communicantes 
from the muscles of the extremiites. They have 
shown that these fibres carry impulses stimu- 
liting muscle one, and have applied this know- 


ledge with good results in the treatment of post- ‘ 


war spastic paralyses. It will no doubt prove 
of great value in the treatment of cerebral para- 
sis of the spastic type. 

Periarterial sympathectomy is proving of 
value in conditions such as Raynaud’s disease, 
but has shown, as one would expect, disappoint- 
ing results in endarteritis obliterans and vari- 
cose veins, where the physiology is not under- 
stood. 

The Surgery of the Peripheral Nervous 
System.—The results of post-war nerve suture 
may be summed up as follows: 


A good result is to be lobked for in the case 


of a wound of a pure motor nerve, eg., the 
_musculo-spiral; a 50 per cent result may be 
looked for in suture of a mixed sensory and 
motor nerve, e.g., the ulnar or median, provided 
that the nerve can be united without bridging. 
The following principles govern treatment : 
1.—All muscles and joints must be in good 
condition before the operation is undertaken. 
2.—Direct suture must be done if possible. 
3.—A gap of three inches in the median, 
four inches in the ulnar, four inches in the mus- 
culo-spiral and five inches in the sciatic can be 
overcome by posture, nerve stretching with 
secondary suture, transposition of the nerve, or 
shortening of the bone. It is advisable to secure 
end to end union whenever possible. If a bridge 
must be inserted, autogenous nerve tissue is the 
best. The best suture is No. 160 linen thread, 
boiled. It has been shown that the axones of 
nerves grow at the rate of one inch a month 
in a man of twenty years old, and about half 
that rate in a man of forty, so that the post- 
operative care is necessarily tedious. 
Thoracic Surgery.—It was my intention to 
omit any reference to chest surgery, but I must 
bring to your attention the operation of phren- 
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icotomy (i.e. crushing of the phrenic nerve in 
the neck) for the purpose of paralysing one side 
of the diaphragm for two or three months. 
This puts the corresponding lung at rest. This 
operation in the treatment of selected cases of 
pulmonary tuberculosis meets with excellent 
results. 

Surgery of the Abdomen.—The treatment of 
acute peritonitis has been the subject of much 
research, and our views have therefore been 
modified. The pioneer work of Wilkie in 1914 
on the microscopical examination of peritoneal 
exudates at the time of operation, as a means 
of prognosis, is now beginning to be recognized. 
The semi-opaque yellow-tinged exudate seen on 
opening an acute abdomen represents the defen- 
sive power of the peritoneum, and is made up of 
plasma cells and is rich in bacteriolysins. Why 
should we drain it away? Views on drainage 
have changed. The presence of localized collec- 
tions of pus, or of gangrenous tissue, or of a con- 
dition where we suspect a most virulent organ- 
ism; these to-day are the only positive indica- 
tions for drainage. Other than these cases the 
treatment of general peritonitis, is limited to 
heat, rest, salines, and other general measures. 

Drainage of the thoracic duct is being done 
with good success in some centres and fair suc- 
cess in others. The physiology of this procedure 
is good, because the lymphatics of the entire 
abdomen as well as of the left chest and of the 
whole of the diaphragm drain to the recepta- 
culum chyli. It has been shown that even if 
one ties off the duct it is not a fatal procedure. 
There are usually two or more openings of the 
duct into the left subclavian vein. Contrary to 
what we were taught years ago, all of these may 
be tied, for there are many situations in the 
body where a compensatory anastomosis of the 
lymph and blood streams may take place. 

Surgery of the Stomach.—The acute ulcer of 
the stomach in the young woman, with its pain, 
hematemesis, and vomiting should be treated 
medically. The excessive hemorrhage which 
occurs in some of the cases should be treated 
by rest, ice and morphine. The statistics of 
European and American surgeons show a mor- 
tality of but 3 or 4 per cent in cases thus treated. 
The only indications for operation is a second 
large hemorrhage of at least one pint. Walton 
does a rapid gastro-enterostomy. Sherren opens 
the stomach and looks for the bleeding point. 
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The mortality in operative cases is about 50 
per cent. 

Chronic Gastric Ulcer—This was formerly 
thought to occur as a single ulcer in almost all 
cases. Mayo’s figures show from two to twenty- 
two ulcers were present in 10 per cent of 800 
cases operated on. We must modify our opin- 
ions regarding cancer following ulcer of the 
stomach. Mayo’s first figures were 73 per cent 
of cancer eases with a previous history of ulcer. 
The London view was 45 per cent; Edinburgh, 
10 per cent. Probably about 15 per cent is the 
correct figure. There has, therefore, been a cor- 
responding change in the surgical treatment. 
Wholesale partial gastrectomies are being re- 
placed by local excision and gastro-enterostomy. 
This gives excellent results in ulcers of the 
pyloric half of the stomach. In ulcers high up 
on the lesser curvature, excision alone should be 
done, but the relief given is not complete. The 
higher the ulcer is situated on the lesser cur- 
vature, the less may be the relief expected. The 
large saddle-shaped ulcer in women is difficult 
to treat, and various methods are in use. Some 


of these are:—(1) Gastro-enterostomy with ex- 


cision at a second stage, when the ulcer has 
become smaller; (2) gastro-enterostomy with 
jejunostomy, (Moynihan); (3) sleeve resection 
of the stomach; (4) duodenal feeding with 
Einhorn tube. In cancer of the stomach radical 
removal where possible, is the only rational 
treatment. 

Duodenal Ulcer—Much has been written re- 
garding medical treatment. The opinon regard- 
ing medical versus surgical treatment can be 
best summed up in the words of Robert Hut- 
chison, a physician and not a surgeon, who, him- 
self, had a duodenal ulcer, ‘‘I would rather go 
to bed for three weeks and be operated on for 
my ulcer with a chance of 2 per cent mortality 
and a 98 per cent cure, than submit to medical 
treatment which renders one’s life one of 
martyrdom to the ulcer, and all the time run- 
ning the risk of hemorrhage or perforation in 
my duodenal ulcer, and the added risk of can- 
cer development in my gastric ulcer.’’ 

Sherren states that, in his opinion, the oper- 
ation of posterior no-loop gastro-enterostomy, 
properly performed, will cure 98 per cent of 
duodenal ulcers. 

Intestinal Obstruction—To my mind, there 
are three clinical groups into which we may 
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divide acute intestinal obstruction :— (a) Those 
due to a mechanical obstruction; (b) those due 
to post-operative paresis; (¢c) those occurring 
as a complication of peritonitis. We must decide 
to which of these groups the obstruction belongs, 
for on this depends the treatment. Treatment 
of the obstructive group is, first to relieve the 
obstruction and if necessary to perform a second 
operation to remove the obstructive agent. This 
is the recognized treatment of large-bowel 
obstruction. - 

It has been shown by Wilkie and numerous 
others that the agent which kills in obstruction 
is a toxic product, excreted by the duodenal 
mucosa. Wilkie has connected the jejunum with 
the ileum by a rubber tube thus circumventing 
the obstruction in the small bowel and preventing 
the development of this toxic product. His 
patient recovered. 

If the obstruction is due to post-operative 
peritonitis we must treat it by rest, heat, mor- 
phine and the judicious use of pituitary extract 
and eserine. Many of these cases can be pre- 
vented by appropriate treatment at the time of 
operation. In closing an abdomen the last thing 
one should do is to place the great omentum so 
that it lies between the wound and the viscera, 
in order to prevent post-operative mechanical 
obstruction by adhesions. The pendulum is 
swinging to conservatism and so we find Arm- 
strong, of Montreal, advocating simple drainage 
in acute purulent peritonitis. We find blind 
eecostomies being done in obstruction, and in 
appendicitis of the third and fourth days; the 
tendency is to avoid this dangerous period. 

Appendicitis.—The newer work in appendicitis 
has been done on the-young child. The incon- 
stancy of the classical signs, are enlarged upon. 
A gangrenous appendix can exist in a child with 
no symptoms but elevation of temperature. 
There may be no vomiting and no abdominal 
rigidity. A rectal examination in children is 
very valuable. Another fact brought out is that 
from 40 per cent to 50 per cent of appendices 
are retro-cecal. I have been greatly impressed 
by the value of an avoidance of interference in 
the dangerous third to fourth day, especially 
in the young child and the elderly patient. I 
have seen acute spreading peritonitis resolve into 
a localized abscess with a drop of temperature 
and pulse rate. The patient is operated upon 
on the tenth or twelfth day. In children with 
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acute purulent peritonitis, gas anesthesia, the 
insertion of two drainage tubes (taking five min- 
utes) without removing the appendix, saved me 
three cases last year. In cases prior to that, in 
which I took five to ten minutes more to remove 
the appendix, the mortality was 100 per cent. 

Abdominal Disease in Children.—In intussus- 
ception, John Fraser of the Royal Hospital for 
Sick Children, Edinburgh, shows that cases 
treated by purely operative methods without 
waste of time giving enemas, have the best prog- 
nosis. There is a peculiar and characteristic 
facial expression in these cases, which is almost 
pathognomonic, even without the classical symp- 
toms of intermittent colicky pain, tumour and 
the cherry red mucoid stool. 

Rammstedt’s operation for pyloric stenosis is 
now recognized in London as the one line of 
treatment. Mr. Tyrrell Gray, at Great Ormond 
Street Hospital for Sick Children, has done 150 
with three deaths. He uses gas, opens and closes 
the abdomen, taking five to seven minutes. 

Surgery of the Spleen.—Just a word in re- 
gard to the indications for splenectomy. These 
are fairly well agreed upon:—(1) Rupture, 


either the result of injury, or spontaneous, fol- 
lowing an infarct; (2) torsion of the pedicle; 


(3) hypertrophy due to malaria; 
tumours, and cysts; (5) malignancy, if 
primary; (6) medical spleens, e.g., splenic 
anemia (i.e. early Banti’s) ; acholuric jaundice 
(familial). This familial jaundice is charac- 
terized by splenic enlargement, attacks of jaun- 
dice, and by its running in families, it appears 
in the second decade, the blood cells are fragile 
and epistaxis and other hemorrhages are common. 
Following operation, the jaundice clears up, the 
hemorrhages cease, the fragility of the cells 
remains and the patient lives out a normal life, 
when otherwise they die at about thirty years 
of age. Splenectomy should not be advised in 
the leukemias, nor in polycythemia, nor in the 
late Banti’s disease with cirrhosis of the liver, 
nor’ in pernicious anemia. 

Surgery of the Gall Bladder.—Diagnosis.— 
The salts, sodium tetraiodophenophthalin and 
sodium tetrabromphenophthalin, recently intro- 
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duced by Graham and Cole, of St. Louis, have 
been of great value in the diagnosis of this con- 
dition by x-ray. 

Technique—The dye is now given in salol 
coated pills, five grains being administered for 
every tén pounds of body weght. X-ray pictures 
may be taken about twelve hours later. The 
normal gall-bladder will show up in its usual 
shape. Pictures taken after the twentieth hour 
are, as a rule, poor, and may be confused with 
a kidney shadow or gas in the colon. The 
pathological gall-bladder will show irregular 
filling, tenderness. adhesions to walls; it will not 
empty properly, and any stones will show as 
denser shadows in the opaque area. 

With regard to cholecystectomy vs. cholecys- 
tostomy, it may be stated that the extreme view 
which led to wholesale cholecystectomy is being 
replaced by one of conservatism. <A _ better 
understanding of the pathology is responsible 
for this. 

(1) Common gall stones are produced in the 
gall bladder with an open cystic duct. 

(2) The rare, pure cholesterin stones are pro- 
duced in the gall-bladder with a sealed cystic 
duct. These are the cases for cholecystectomy. 

(3) Pigment stones (i. biliverdin and bili- 
rubin or bile sand are produced in the intra- 
hepatic ducts. The removal of the gall-bladder 
will not prevent their formation, and it may 
prove a very useful organ in any future oper- 
ation of cholecyst-enterostomy which may pos- 
sible prove to be necessary. 

Failure to recognize these pigment stones, 
which are evidence of inflammation of the bile 
ducts within the liver will account for some un- 
satisfactory results, such as the persistence of a 
bad colour, hepatic distress and a pain which is 
not unlike a diaphragmatic pleurisy or a right 
sided intercostal neuralgia. There are more 
gall-bladders drained to-day for acute inflam- 
mation, delaying any radical procedure until 
the patient is better. This, I think, is good sur- 
gery, for it will do away with the necessity of 
the many operations which have lately been de- 


vised for the reconstruction of the common bile 
duct. 
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N looking backward and comparing the art of 

obstetrics as it is to-day with what it was 
twenty-five years ago, we ask ourselves what 
advances have been made at this first quarter 
post of the century. Many of us present here 
have been able to observe and keep pace with 
these advances, and it is quite in order to again 
ask ourselves if we are entirely satisfied with the 
progress that has been made. 

Has obstetrics kept pace with the other bran- 
ches of the healing art, and has its progress been 
as rapid and as striking as that of surgery and 
medicine? Is the midwifery of to-day outstand- 
ingly better than it was yesterday, and have we 
sueceeded in improving or perfecting obstetrics 
to the same extent as have our fellow-practi- 
tioners in the other branches? With the dis- 
covery of asepsis and antisepsis, obstetrics bene- 
fited equally with surgery, and the drop in 
maternal morbidity and mortality was most 
striking. Yet rigid surgical technique took 
longer to establish itself in the labour chamber 
than in the operating theatre, and where to-day 
it would be difficult to find a gloveless surgeon, 
we would, perhaps, not have far to seek to find 
a gloveless obstetrician. The reply of course 
will be made that the surgeon does his oper- 
ating in a properly equipped hospital and hence 
has advantages which the obstetrician has not. 
This is no doubt true, but perhaps not quite to 
the extent we are led to believe. Personally, 
I have seen midwifery done in all possible 
surroundings, and when one worked in a 
field that was clean from the housewife’s point 
of view, and with hands and instruments that 
were stérile from the surgeon’s point of view, 
the results even in complicated cases have not 
differed greatly from those obtained in hospitals. 

In fact my experience has taught me that 
childbirth conducted on these principles in even 


*Read before the Annual Meeting of the Manitoba 
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the humblest homes is a comparatively safe 
procedure. 

How then do the end results in midwifery 
to-day compare with those of twenty-five years 
ago? Does our patient suffer less exhaustion, 
trauma, hemorrhage, and puerperal morbidity, 
than formerly, and does the new-born of to-day 
enjoy greater safety from birth injuries or sud- 
den and violent death, than did his father or 
mother a generation ago? What is the ratio 
of still births, birth trauma, asphyxia, and 
infantile hemorrhage, between now and then? 
In general practice I venture to think that the 
statistics are not greatly in our favour, and if 
that be true it is a serious reflection on our 
profession. 


In seeking a cause for this, most writers lay it 
to the inadequate training of the graduate of 
to-day in obstetrics, coupled perhaps with a lack 
of enthusiasm in his work, for obstetrics is all 
too often looked upon as the most drab and 
arduous, as well as the least interesting of the 
three chief branches of medicine. 


It is possible too that we are remiss in our 
work owing to the ironbound monopoly that the 
medical profession holds on obstetrics. The 
irregulars have made bold inroads into the field 
of surgery and medicine and they confidently 
undertake to treat anything from strangulated 
hernia to amyotrophic lateral sclerosis. Not so 
with obstetrics. They give us doctors a wide 
berth, and not even the most brazen charlatan 
will venture anywhere near a woman in labour, 
except in a rare case where an ardent scientist 
gives absent treatment in the back parlour while 
the doctor does a version in the front bedroom 
upstairs. The midwife, too, who up to a short 
time ago enjoyed the confidence of the public 
has now been almost entirely eliminated except 
among the ignorant or the foreign population. 
But once these benighted foreigners get a whiff 
of chloroform, the midwife will have to yield 
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and our monopoly will be even still further 
tightened. 

It is quite possible that the almost universal 
use by the profession of anesthesia in labour is 
in some measure accountable for many obstetri- 
eal disasters. In pre-anesthetic days, the sur- 
geon laid great stress on rapidity and precision 
in his work, and in the same way our forefathers 
in obstetrics developed speed and dexterity in 
their operations which we of the present day do 
not always possess. When a patient is com- 
fortably anesthetized, we are apt to proceed in 
a deliberate, leisurely manner, which often re- 
sults disastrously for the infant. Are we suffi- 
ciently impressed with the fact that in the pro- 
cess of birth, only a brief span lies between the 
infant and eternity. A slight abnormality, a 
momentary delay of as many minutes as may be 
counted on the fingers of one hand may decide 
between a live and a still birth. How prover- 
bially true this is, anyone who has delivered 
many breech births will agree. 

In the quarter century passed there have been 
many changes in obstetrics, both practical and 
theoretical. Some of these have brought with 


them marked improvement, while others have 


tended in the opposite direction. Radical and 
conservative teachings have conflicted with each 
other, and extremes in both directions have 
prevailed. There are some who hold that a 
pregnancy is a disease of nine months’ duration, 
and that every labour is abnormal and should 
be treated as a surgical procedure. Others main- 
tain that pregnancy and labour are a strictly 
physiological process, and that the obstetrician 
should assume an attitude of non-interference 
and should take a hand only when some abnor- 
mality presents itself, which in his opinion, 
nature left to herself, cannot overcome. To the 
former belong those who when they think 
that rapid enough progress is not being made, 
inject pituitrin, do an episiotomy, perform 
a version, or apply forceps just to hurry things 
along. To the other extreme belong those who 
allow a woman to suffer in labour for hours or 
even days till she is in a state of complete mental 
and physical exhaustion, in order that: nature 
may take her course, and also that a charge 
of meddlesome midwifery cannot be laid against 
them. P 

Of the above probably the most frequent and 
pernicious or criminal error is the injudicious or 
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routine use of pituitary extract. The question of 
its use and abuse was fought out years ago when 
ergot was first discovered and used as a uterine 
stimulant. It was received with great enthus- 
iasm as a short cut to rapid childbirth, and only 
after countless disasters did the profession recog- 
nize what a two-edged sword it was and what 
dangers attended its use. So after a bitter and 
violent controversy, the profession finally agreed 
that the only time ergot could safely be given was 
after the uterus had emptied itself of its con- 
tents,—liquor, foetus, and secundines. It seems 
therefore a pity that in the case of these two 
agents whose action is so similar, this controversy 
should have to be fought over again; and it is 
still further a pity that so many lives have been 
sacrificed, and many others will perhaps yet be 
sacrificed, before the profession at large will 
learn that the simple rule for giving ergot holds 
also for the giving of pituitrin. 

Equally to be condemned is the routine per- 
formance of episiotomy, whenever the perineum 
offers any considerable obstacle to delivery ; some 
authorities do it in 60-75 per cent of primipare. 
This I consider a most vicious practice, for a 
large number of primipare, perhaps 50 per cent 
or so, can be delivered without any or only a 
very slight laceration. 

A perineum incised, whether centrally or 
laterally, and then sewn up, will heal almost 
perfectly. But before the next baby’s head 
passes over that perineum, it will require incis- 
ing again, and this time it is not going to heal 
so favourably, and when this mother has had 
many children, she is going to have very little 
or no perineum. How much better it would have 
been to have made a more determined effort to 
save the perineum in the first place, and then no 
matter how many children this patient has, the 
perineum will remain intact. Should, however, 
our efforts fail and a rupture occur, that rupture 
can be sewn up and will heal quite as firmly as if 
an incision had been made. The arguments 
offered against this are entirely theoretical, and 
do not hold in practice. Besides, we do not know 
how long an incision is necessary, and we usually 
make it too short, so when the head passes over 
it the upper angle becomes a tear and not a 
smooth incision. 

Then also to be condemned is the untimely 
and injudicious use of forceps or version in de- 
livery, especially the latter. Both of these oper- 
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ations are helpful and legitimate when timely 
‘ and skilfully made use of at the right time, but 
one almost wonders if anyone in his right mind 
would do a routine podalic version in a primi- 
para with a vertex presentation and a full term 
infant. Yet if we are to believe what we hear 
and read, such is being done. 

Opposed to the foregoing is the conservative 
trend, a passive or non-interfering policy in 
obstetrics. Protracted labour is of two kinds, 
that due to major complications where inter- 
ference is strongly contra-indicated, and that 
due to minor complications quite easily over- 
come. Failure to distinguish between the two 
often leads the attendant to assume an attitude 
of watchful waiting in the presence of some 
small abnormality that could easily be remedied, 
and labour safely brought to an end. 

Thus a slight disproportion between the head 
and the pelvis, an occiput posterior, a rigid 
perineum or a moderate uterine inertia will 
sometimes keep the patient in labour for hours 
while the attendant stands passively by and 
sees her suffer, when he could easily under 
slight anesthesia correct the abnormality and 
relieve her of her pain. It is astonishing how 
stoical some men are in the face of suffering pro- 
vided it is someone else who does the suffering. 
Here it is in order to note that the modern 
young woman does not possess the courage, 
endurance, and hardihood with which her 
mother and grandmother were endowed. Physi- 
cally she is perhaps just as well developed, and 
robust as they were, but she approaches her con- 
finement in an altogether different frame of 
mind. When the pioneer woman was taken in 
labour, she knew there was no help forthcoming, 
and that she would have to see it through as best 
she could, and consequently after hours or even 
days of continuous effort and suffering, she usu- 
ally emerged from it victorious. Not so with 
the modern young woman who has probably 
never experienced greater pain than that caused 
by having a tooth filled, or her ears pierced. For 
weeks and months before her confinement, she 
has heard whisperings of twilight sleep, chloro- 
form, ether and nitrous oxide, and how Mrs. 
So and So was given an anesthetic and her baby 
taken away. Therefore after a variable time 
in labour she declares that she can stand this 
no longer, and firmly demands that she be given 
something at once. This often makes a per- 
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plexing situation for the young practitioner. 
His better judgment tells him that this case 
should be left to nature, while his sense of 
humanity and the urgings of sympathetic rela- 
tives impel him to attempt delivery long before 
such interference is justifiable. This very situ- 
ation is no doubt accountable for many of the 
tragedies of the labour room. 

We will now consider some of the outstanding 
advances made in recent years that have led 
to a marked betterment in obstetric practice in 
general. 

First of these is perhaps the growing interest 
in pre-natal care. What this means to the ex- 
pectant mother and her unborn infant, has been 
amply demonstrated and needs no further proof. 
Following out the beginnings already made, we 
can see the time not far ahead, when the toxe- 
mias of pregnancy will no more be met with, 
but should they appear, they will not be allowed 
to reach a stage where the patient’s life is 
threatened. A rigid pre-natal examination will 
prevent a patient being allowed to go into labour 
to suffer for hours until she develops a Bandl’s 
ring or the uterus actually ruptures before the 
attendant discovers that she has a contracted 
pelvis or some other unsurmountable hindrance 
to natural delivery. 

Placenta previa has always been looked upon 
as one of the most formidable complications of 
pregnancy. It yearly accounted for thousands 
of lives. It was taught that every effort should 
be made to tide the patient along in order that 
as the fetus approached term, it would stand 
a better chance for its life. The result too often 
was that both were lost. The treatment grad- 
ually being agreed upon by leaders in obstetrics, 
is that once the diagnosis is made the pregnancy 
shall be terminated. This will come as welcome 
news to those who have been so unfortunate as 
to meet with these cases and who have stood in 
fear and trembling, unable to decide on which 
treatment to adopt. How did it take us so long 
to see the futility of risking the mother’s life 
in order to give a premature, more or less ex- 
sanguinated, infant a slightly better chance for 
its life? 

Lately, there has been a tendency to discon- 
tinue certain operations and obstetrical pro- 
cedures which up till now have formed an im- 
portant part of the accoucheur’s stock in trade. 
Chief among these is the use of high forceps, 
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craniotomy, manual dilatation of the cervix, 
and accouchment forcé. The results were invar- 
iably bad; the infant mortality was appalling, 
and the results to the mother such as to leave 
her an invalid for weeks, months or years after- 
wards. We can well remember the reluctance 
and dread we felt when driven to the use of one 
of these measures, and we therefore welcome 
their abandonment most heartily. 

What has enabled us to do this, is the timely 
and judicious use of a Cesarean section. This 
operation, comparatively safe, and not very 
difficult in competent hands, has been of untold 
benefit in saving infants’ lives and obviating the 
innumerable ill effects on the mother resulting 
from forced delivery. It has brought about a 
new era in obstetrics, and one now feels that 
in the presence of insuperable difficulties, there 
is always at hand a ready and a safe means of 
overcoming them. 

But in order that Cesarean section may hold 
its place as a safe and useful expedient, certain 
preliminary conditions and precautions cannot 
be too strongly emphasized. The most important 
of these is that it be done early, before the 
patient has become exhausted and her soft tis- 
sues made vulnerable to infection by long con- 
tinued pressure. Then she must be a proper 
subject, namely, one on whom repeated hap- 
hazard internal examinations have not been 
made whereby she becomes potentially infected. 
It need scarcely be emphasized that a patient 
on whom ineffectual attempts at delivery have 
been made, is not a proper subject for Cesarean 
section. 

Like many other useful and legitimate pro- 
cedures, Cesarean section may be overdone and 
patients subjected to a needless operation and 
unnecessary expense. Confronted with a diffi- 
cult and complicated case of labour, it is only 
natural for the attendant to choose the easiest 
course and cut the Gordian knot, thereby end- 
ing a situation embarrassing to himself and pain- 
ful to the patient, in a swift and spectacular 
manner. 

Already there is perhaps a tendency in some 
quarters to resort to Cesarean section oftener 
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than is strictly indicated. Such a tendency 
should be firmly and vigorously repressed by all 
who would hold obstetrics upon a high ethical 
standard. We here, in Manitoba, can hold a 
clear conscience in this respect. Every such 
operation that I have seen or known of, has 
been done only in the presence of clear and 
definite indications. In fact, if we have erred 
either way, it has been rather in doing too few 
than too many. In time Cesarean section will 
find its proper level, and then the conscientious 
operator will resort to it only when the indica- 
tions are absolute. These cannot be given fully 
in this short paper, but the guiding principle 
should be that whenever one is convinced that 
he cannot deliver a woman of a living baby, and 
without gross injury to herself, he should not 
hesitate to do a section. Average training, 
moderate experience, and the possession of a 
fair amount of obstetrical ‘‘sense’’ should pre- 
vent the general practitioner from erring 
greatly in his decision. 

There will always be borderline cases, where 
even an ‘‘obstetrical Solomon’’ would find it 
difficult to make a decision. There is a type of 
pelvis where the inlet is sufficient and the head 
engages firmly, but the outlet is narrow and 
delivery is impossible. These cases are very 
deceiving for often it is not until an attempt at 
delivery is made that the abnormality is dis- 
covered. 

The wisest course under these circumstances 
would be to make a thorough test of labour, and 
in the case of primipare, especially, one would 
be justified in taking a ‘‘longer chance’’ so to 
speak, but in the event of failure, the indication 
in subsequent labour for a Cesarean section 
would be absolute. 

We have reason to congratulate ourselves that 
we are living in an age of newer and better 
obstetrics, where we can reap the benefits of the 
experience of eminent teachers of great ability 
and scientific training whose life work has been 
devoted to raising the science of obstetrics from 
its former lowly state and placing it on a safe, 
sane and scientific basis. 
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BRONCHIAL ASTHMA 


AN INVESTIGATION OF TWENTY-EIGHT CASES 


E. H. Cuant, B.A., M.B. 


;VERY ease of asthma demands from the 

physician careful study; our concept of the 
disease has changed greatly during the past 
few years both as regards its etiology and its 
treatment. In the present paper an attempt 
has been made to report the results obtained 
from a careful investigation of twenty-eight 
cases, the majority of whom have been attending 
the outdoor medical clinics of the Toronto Gen- 
eral Hospital for at least the last seven months. 
The remaining few are from the private practice 
of the late Dr. George Strathy who very kindly 
lent me the charts, and whose advice and en- 
couragement alone made this brief study 
possible. 


Our first difficult problem was that of diag- 
nosis, to be sure that the patient was a victim of 


bronchial asthma and not of some other type of 
dyspnea. In quite a number of the patients the 
asthma had been thought to be secondary to 


chronic bronchitis. In the majority of these we 
have proved to our satisfaction that protein sen- 
sitivity was a factor, even although this could 
not be shown by the protein scratch skin tests. 

The routine through which each patient was 
put was briefly as follows: 

(1) A thorough history; (2) physical exam- 
ination; (3) response to injection of adrenalin 
hypodermically ; (4) differential blood counts for 
eosinophilia; (5) scratch and occasionally intra- 
cutaneous protein tests. These careful and time 
consuming tests were made by Dr. H. K. Det- 
weiler. (6) Finally what might be called expo- 
sure tests. These included the exposure of the 
patient to excessive doses of various so-called 
proteins, and conversely the determination of 
the effect on the patient of complete removal of 
the offending substances. The details of the 
results of these examinations will be given later. 

In passing, it might be stated that there is 
’ some doubt as to whether it is a protein to which 
the patients are over-sensitive. An Italian’ and 
also a Dutch investigator? have reported cases 
in which definite asthmatic attacks were pro- 


voked by exposure to corn or grain amongst which 
there were mites or ticks; whereas the same per- 
sons were not affected by corn or grain in the 
dust of which there were no mites or ticks. It 
is a fact, too, that some non-protein substances, 
for example, quinine and acetyl salicylic acid, 
may be the cause of definite asthmatic attacks. 
Therefore it may be that some parasite on the 
horse or chicken dander is the active cause of the 
asthma and not the dander itself. This would 
explain the fact that in some patients some 
feathers are tolerated, while other feathers may 
provoke an attack at once. Some of the feathers 
may be free from parasites. 


The points valuable in diagnosis which were 
brought out by a routine examination are as 
follows :— 

Incidents in the family history.—Inquiry as 
to whether any other members of the family 
were subject to eczema, hay fever, or asthma, 
revealed a positive family history in about 40 
per cent of the cases. However, as the patients 
as a whole were not highly intelligent, it is pos- 
sible that this percentage is really greater. 

Incidents in the personal history.—Only five 
of the patients had had hay fever or eczema 
previous to the onset of their asthma. We found 
that a large proportion of the cases, 35 per cent, 
had had pleurisy or pneumonia previous to the 
onset of their asthma. This incidence is five 
or six times as high as that in a similar group 
of normal individuals. 


Types of onsets—In studying the age of 
onset we divided the cases into two types— 
(1) Those showing positive skin reactions, and 
(2) those showing negative skin reactions. The 
age of onset in the patients whose skins gave a 
positive reaction was definitely younger than in 
the second type. More of the first type—that is, 
those giving positive skin tests—began to have 
asthma in the ten years between ten and twenty 
than in any other decade. The distribution of 
onsets in the positive skin test cases was as 
follows: 
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Between birth and ten years of age .... 
Between 10 - 20 years of age 
Between 20 - 30 years of age 
Between 30 - 40 years of age 
Between 40 - 50 years of age 


Of the patients who did not show any positive 
skin reactions, the majority began to have 
asthmatic attacks in the decade between forty 
and fifty years. In fact the onset of the attacks 
in half of the cases of this type occurred in this 
decade. In ten-year periods the onsets were dis- 
tributed as follows: 


No patient began to have asthmatic attacks under 
twenty years of age. 

Between 20 - 30 years of age 
Between 30 - 40 years of age 
Between 40 - 50 years of age 
Between 50 - 60 years of age 
Between 60 - 70 years of age 


cases 
cases 
cases 
cases 
cases 


Practically the same percentage of positive 


family histories was found in both the negative 
and the positive skin test cases. 


We were especially curious to find out in the 
negative skin test cases how the asthma came 
on. In half of these cases, seven of the fourteen, 
the onset followed some time in bed. One 


patient was in bed because of synovitis, one was 
post-operative, one post-partum, and of the rest, 
three had bronchitis and one pleurisy. All of 
these patients had, no doubt, been sleeping on 
feathers at night all along, but when exposed 
to feathers both day and night in bed they be- 
came sensitized. Also their general condition 


was at the time below par. Our opinion is that 
an over-dose precipitated the asthmatic attacks. 
Another of these patients was a gardener who 
had his first attack of asthma after cutting high 
weeds all one day. This also seems a clear case 
of an over-dose. This patient became sensitive 
to chicken feathers following the over-dose of 
pollen. Another patient, a chicken pedlar, had 
his first attack of asthma after handling what 
he called mouldy chicken feathers for an hour 
and a half. This seems to be another case of 
over-dose, perhaps of feathers infected with 
parasites. 

In one-half of the cases the attacks were 
worse at night and we therefore sought the 
offending protein in the bedroom. Usually at- 
tacks due to exposure to an offending substance 
in the daytime came on at once or within a 
few hours. In most of the cases the attacks came 
and left suddenly and dyspneea preceded cough- 
ing. More than half the patients found the 


1241 


sputum gelatinous in consistency and hard to 
raise. A few brought up no sputum at all. A 
few more (five) brought up about a cupful of 
purulent sputum daily, which we considered as 
good evidence that there was some associated 
bronchitis. All of the patients exposed to one of 
the following : dust, smoke, cold air, dampness, or 
exercise, coughed, wheezed or became dyspneeic. 
If we found that a patient was not affected by 
one of these conditions we suspected that the 
case was not one of bronchial asthma. We are 
not clear as to the significance of these factors. 

(2) Physical examination.—Prolonged expir- 
ation was present in the majority of the cases and 
rhonchi were audible in practically all. A good 
many of the patients had emphysematous types 
of chests. Rales as well as rhonchi, due to an 
associated bronchitis, were heard in at least 
one-half of the patients. Larsen, Paddock and 
Alexander*® stated that typical bronchial asth- 
matics showed low blood pressures. We were 
not able to confirm this in our short series. 

(3) The adrenalin test—If the patient was 
dyspneie and if rhonchi were audible at the 
time of examination, we injected five to seven 
minims of adrenalin chloride (1-1000) hypoder- 
mically. We then listened to the chest at short 
intervals. If the expiratory sounds became less 
prolonged and the rhonchi disappeared, and the 
patient voluntarily remarked on the increased 
ease in breathing, we considered the test positive. 
This test was tried in seventeen cases with 
markedly positive results in all of them. We are 
not prepared to say that a positive result implies 
bronchial asthma, but we claim that a negative 
result rules out bronchial asthma except in a 
few rare cases. One hundred per cent of the 
eases given this test gave a positive result. 

(4) Differential blood counts—From 400 to 
500 white blood cells were counted in each case. 
This test was carried out in twenty-four cases. 
A marked increase in the eosinophiles was shown 
in nineteen of them or 80 per’ cent. Of the 
patients thus tested, some showed as high as 
15-16 per cent. 


(5) Scratch protein tests—Proteins of the 
common animal emanations, foods and pollens 
were used in these tests. Usually about thirty- 
six proteins were tested. In two instances, 
where the scratch tests were negative, intra- 
cutaneous injections of an extract of the 
patient’s own pillow feathers were used. These 
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also gave negative results. The most frequently 
positive reaction was to goose feather extract. 
All but two of the patients were given these 
scratch tests and exactly one-half of them (fifty 
per cent only) gave positive results. The fal- 
lacy of using this test as the final diagnostic 
point is evident. There is always a possibility 
that the causative protein has not been used. 
At any rate, the skin in the older asthmatics 
was not sensitive to these skin tests. 

(6) Exposure tests —These were mainly used 
on patients who gave no positive reaction to the 
skin tests. If the onset followed some time in 
bed and the attacks were worse at night, and 
especially if severe attacks followed the plucking 
of chickens, we suspected feathers. We then 
advised that all the feather pillows, comforters, 
mattresses and cushions be absolutely removed 
from any room into which the patient went. 
He was also forbidden to feed chickens or canar- 
ies and urged not to visit the rooms of friends 
where there were feather pillows. In one in- 
stance all the cushions but one were removed. The 
patient continued to have less severe attacks until 
the last one was taken out. Quite a number of 


patients removed the feathers in a half-hearted 
way. For example, the husband was allowed 
to retain his pillows when the wife had done 


away with hers. These half measures were use- 
less. If the asthma was cleared by this treat- 
ment we usually advised the patient to bring 
back the feathers to see if the asthma would 
return coincidently. If this occurred our diag- 
nosis was verified. We usually sent the patient 
to a conservatory containing flowering plants 
to see if this would cause an attack. The gar- 
dener who began to have his asthma after the 
big weed-cutting day, had severe attacks on two 
distinet occasions after visits to a conservatory. 
One patient had attacks in the street car in the 
winter time. We sent him to the bird house 
_at the zoo. This did not bother him at all. 
However, after a few days he visited the animal 
house and within five minutes he was seized with 
a very severe attack—so severe that the animal 
keeper had to help him outside. This same patient 
wore a fur scarf around his neck for several 
hours on three occasions and became definitely 
asthmatic each time. This patient was forty- 
eight years of age and had had asthma for six 
years. His skin tests were all negative. Other 
patients were sent to stables and flour mills 
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when we thought such a procedure was indi- 
eated by their history. In at least 60 per cent 
of the patients who gave negative skin tests we 
were able to demonstrate by these simple 
methods that they were over-sensitive to some 
definite substance and thus obtained a most use- 
ful clue to the proper treatment. 
Treatment.—As soon as we thought we. had 
discovered the offending substance we at once 
advised that it be removed as completely as pos- 
sible from contact with the patient. In the 
ease of the feather asthmatics—which were by 
far the most common—we advised that all 
the feathers be removed from the bedroom, 
which was to be thoroughly cleaned before the 
new bedding was brought in. The patient 
usually slept much more comfortably the first 
night after the feathers were removed. After 
the first week of the feather-free routine, they 
usually reported that they had had only one 
or two attacks in the seven days instead of 
several per day. If the patient still had much 
cough and sputum we usually prescribed gr. 
iii of both potassium iodide and ammonium 
carbonate or ammonium chloride every four 
hours. This helped to clear up the bron- 
chitis very effectively. We found that seda- 
tives, for instance, compound tincture of 
camphor made the asthma much worse. In 
three of the mild cases of asthma due to feathers 
there were no more attacks after the feathers 
were removed. The majority of the feather 
asthmatics were very markedly improved by the 
above routine treatment. Of three severe, long- 
standing cases with much associated bronchitis, 
two were clear for two months and the third for 
four months. Then an exacerbation of the 
bronchitis seemed to bring back the asthma, at 
least for a short time. Other non-specific fac- 
tors may provoke attacks as well, but we feel 
strongly that the specific or protein factor is 
the most to blame. It is true that some asth- 
matics do have intervals of freedom from attacks 
for no known reason. This may explain par- 
tially some of our success, but not all of it, as 
that would mean a remarkably large number 
of coincidences. It is difficult also with outdoor 
patients, to be sure that feathers have been 
avoided consistently for a long period of time. 
Quite a large percentage of the cases had been 
given thorough treatment with vaccines, mostly 
autogenous. None of them were permanently 
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relieved and very few reported even temporary 
improvement. We feel that vaccine treatment 
is of no value in these cases. 

We hope to try out all these exposure tests 
carefully on so-called normal individuals as well 
as asthmatics. 
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MAL DE SIAM 


J. J. Heacerty, M.D., D.P.H. 


Department of Health, Ottawa 


N the year 1710 an epidemic broke out in the 

city of Quebee which took a large toll of life. 
There has been considerable speculation as to 
its nature, many believing that it was plague. 
For a recital of the facts in connection with 
that epidemic we cannot do better than quote the 
words of Soeur Francoise Juchereau, the his- 
torian of 1’Hétel-Dieu de Quebec, in her His- 
toire de l’H6étel-Dieu. She says that ‘‘in the 
year 1710 a vessel named the Belle Brune 
arrived here (Quebec) coming from the Islands, 
(West Indies). We suspected it of being infec- 
ted with plague because four or five men were 
dead in less than twenty-four hours. We sent 
them surgeons to visit the sick, who, being satis- 
fied that there was no danger to the community, 
they were permitted to disembark and we re- 
ceived from the ship many sick in our hospital, 
of whom all suffered with a burning fever dur- 
ing many weeks from an unknown sickness, but 
very dangerous by the ravages which it caused 
in the colony. Experience has taught us that 
it was the ‘Maladie de Siam’ (disease of Siam) 
that the Oriflamme brought to the Islands (West 
Indies) many years ago, and which has not left 
the country (West Indies) since that time. 
The nurse who wrapped the bodies in the burial 
shroud was taken ill in performing this last 
service, and after suffering agonies for days, 
died. I have never seen so many sick in the 
hospital. All became as black as coal as soon 
as they were dead.’’ This illness caused great 
ravages and spread widely and practically all 
those who were attacked, died. The Hétel-Dieu 
became quickly filled. Twenty-four of the 
nursing sisters fell ill, and six died. Many 


priests and sisters died after succouring the 
sick. In all, twelve priests died. The disease 
appears to have continued during the summer 
and autumn, and to have ceased only with the 
coming of winter. 

‘*Mal de Siam’’ was the name given to yellow 
fever at that time. In Albutt’s System of Medi- 
cine, Vol. II, 1901, we find this reference to the 
disease in the West Indies: ‘‘No less remarkable 
is the ever-recurring mention of yellow fever 
being carried backwards and forwards from 
island to island by ships. So far back as 1698 
this character of the disease had become so well 
recognized that we find in that year a quarantine 
ordinance was passed in San Domingo, applying 
to ships coming from the Windward Islands in 
order to prevent the introduction of ‘‘Mal de 
Siam,’’ as yellow fever was then called. The 
frequency, too, of outbreaks seems to have borne 
a direct relation to the activity of trade between 
places within the yellow fever zone.’’ In the 
same work we find the following: ‘‘During all 
epidemics of yellow fever physicians, nurses, 
and confessing priests have in some epidemics 
fallen victims to the disease in great numbers. 
Those in the service of the hospitals suffer less 
than those employed in ministering to the sick 
in their own dwellings.’’ This was indeed the 
case in the city of Quebec. Twelve priests who 
visited the sick in their dwellings died, whereas 
only six nursing sisters in the hospital died. 

The ‘‘stegomyia,,’ which is the mosquito 
vector of the disease, has a wide geographical 
distribution. It has been carried all over 
the world by vessels, especially by  sail- 
ing vessels in olden times. It breeds in the 
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water tanks and in the bilges, and wherever 
conditions are suitable for its propagation it has 
developed either temporarily or permanently 
as the climate allowed, and has caused numerous 
epidemics. While the natural habitat of the 
stegomyia is between latitudes 38° north and 
38° south, it will breed in more northerly and 
southerly latitudes during the summer and 
autumn months. In those days, the bulk of the 
population of the city of Quebec, which was 
about 12,000 people, lived in and about lower 
town in close proximity to the harbour and the 
ships where infection was likely to occur. Que- 
bee at the time was a port of some little impor- 
tance and the flags of many nations could be 
seen flying in its harbour. The trade with the 
West Indies, France, Italy, and Spain was con- 
siderable. The sight in the harbour of Quebec 
in the olden days must have been, at times, a 
noble one. Barques, brigs, brigantines, bar- 
quantines—words that are now almost forgotten 
—were to be seen lying at the wharves and in 
the offing. It was not an uncommon sight to 
see a flotilla of full-rigged ships sailing into the 
harbour on an easterly wind and a rising tide. 
The harbour was the most attractive place in 
town. 

The Belle Brune, which introduced the dis- 
ease, came from the West Indies, where yellow 
fever, known there as ‘‘Mal de Siam,’’ was pre- 
valent. She had on board a number of sick, and 
there had been several deaths among the crew. 
The disease was introduced during the summer 
months when the heat in the city of Quebec is 
intense, and the weather is favourable for the 
development of the stegomyia. The Belle Brune 
would, of necessity, be some time in the har- 
bour discharging and recharging. During this 
time the stegomyia would continue to breed and 
infest the town. Conditions were favourable 
for the development of a full-fledged epidemic; 
the disease, the intermediary host, and the sus- 
ceptible population were there; the weather was 
ideal. Yellow jack shipped aboard many a 
vessel in those days and was carried far and 
wide throughout the world. 

Were the physicians of Quebee who diagnosed 
‘*Mal de Siam’’ quite right in their diagnosis? 
There seems little room for doubt. A refer- 
ence to any work on medicine will show that 
yellow fever has been epidemic in North Amer- 
ican ports on numerous occasions, and that the 
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disease prevailed during the summer and 
autumn, and declined only with the coming of 
frost. In the past, frightful epidemics have 
prevailed in Philadelphia and New York. The 
epidemic in Philadelphia in 1793, the worst that 
ever affected this part of the world, raged dur- 
ing August, September, October, and November. 
Guiteras recognizes three areas of infection: 
(1) The foeal zone, in which the disease is never 
absent, including Havana, Vera Cruz, Rio, and 
other Spanish American ports. (2) The peri- 
foeal zone or regions of periodic epidemics, in- 
cluding the ports of the tropical Atlantic in 
America and Africa. (3) The zone of accidental 
epidemics, between the parallels of 45° north 
and 35° south latitude. The epidemics in the 
United States, it will be observed, have always 
occurred during the summer and autumn 
months, disappearing with the onset of cold 
weather. This was the case in Quebec, the great 
majority of deaths taking place during the sum- 
mer and autumn. 

One, I think, need not hesitate to believe that 
the Quebec physicians were quite right in their 
diagnosis. They were familiar with typhus and 
small-pox, which were an every day occurrence 
with them, and in fact, the prevailing diseases. 
They knew bubonic plague, and there was no 
evidence of the presence of buboes among the 
sick. Certainly it was not cholera, so that of the 
five or six major infectious diseases which were 
usually conveyed by shipping, viz: cholera, 
plague, typhus, small-pox, and yellow fever, the 
probabilities were that it was yellow fever. The 
absence of lung complications would rule out 
influenza. There seems to be little doubt that 
the disease was yellow fever. 

There have been many epidemics of yel- 
low fever in the West Indies since its first 
appearance in Barbadoes in 1647. The out- 
break of the disorder and the extent of its 
ravages in Pernambuco (Brazil) from 1687 to 
1694 is known to most readers; likewise, its 
supposed introduction thence into Martinique 
in 1690 by the ‘‘Oriflamme,’’ which touched 
there on her return from Siam. It is to this 
that Soeur Francois Juchereau refers when she 
says: ‘‘Experience has taught us that it was 
the Maladie de Siam that the Oriflamme brought 
to the Island many years ago, and which has 
not left the country since that time.’’ 

According to Allbutt’s System of Medicine, 
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yellow fever was epidemic in Quebec in 1805 
and in Halifax in 1861. While one does not 
wish to question the authenticity of these two 
epidemics; nevertheless, the writer has been un- 
able to find any record of them. In fact, in 
the year 1805 in a letter dated Quebec, Sep- 
tember 11, 1805, from Thomas Dunne, who was 
administering the province following the death 
of the Governor, to the Earl Cambden, we find 
this reference to the health of the country: ‘‘I 
am happy to inform your Lordship there is no 
appearance of any malignant or infectious dis- 
orders in this province and that it has not for 
several years past been visited by any disorders 
of the kind.”’ 

In this year, 1805, the disease was epidemic 
in New York and it might not be amiss here to 
quote from a despatch of October 8, 1805, sent 
te Canada by Colonel Bowes: ‘‘This city (New 
York) is nearly deserted by the inhabitants in 
‘consequence of the yellow fever having made 
its appearance a month since; at first it was 
generally fatal, latterly many have recovered; 
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it still rages badly considering the few persons 
in town; the streets, houses, and wharves on the 
east and south side of the city are entirely 
evacuated. We are anxiously looking for cold 
weather, for until the frost appears we cannot 
expect to be healthy.’’ It may be that some 
eases found their way into Quebec hospitals at 
this time from shipping, but there is no evi- 
dence of there having been an epidemie. 

A quarantine was established in Canada 
against American ports due to the presence of 
yellow fever in the following years: 1793, 1797, 
1798, 1799, 1802 and 1805. 

The writer has been unable to trace the 
epidemic of 1861 in Halifax. Dr. W. H. Hattie, 
Assistant Dean of the Faculty of Medicine of 
Dalhousie University, and who was formerly 
chief medical officer of the Province of Nova 
Scotia, has been unable to find any reference 
to that epidemic, although he personally recalls 
a number of occasions when yellow fever was 
imported by troops from the West Indies during 
his early days in Halifax. 


THE IMPORTANCE OF THE DENTAL SURGEON IN MEDICINE 
AND THE VALUE OF RADIOGRAPHY IN 
DENTAL PRACTICE 


BERNARD R. Mooney, M.D. 


Radiologist, Edmonton 


HE dental surgeon of to-day is undoubtedly 

a better educated type of man profession- 
ally and scientifically, and has a broader general 
outlook on disease than the dentist of fifteen 
years ago. This might be said of the members 
of other professions, the medical profession in- 
cluded. The great advance that has taken place 
in the character and the importance of the den- 
tist’s work has been realized in late years by the 
medical profession and by the public, and the 
question may be asked whether it is proper that a 
doctor limiting his practice to the eye, ear, nose, 
and throat should be considered a medical special- 
ist, while another equally well educated and 
trained but limiting his practice to the teeth 
should be refused this title? It will probably be 
only a matter of time until the preliminary stud- 
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ies leading to the degree of D.D.S. and the degree 
of M.D. will in the majority of universities be 
made in the same classrooms. In the University 
of Alberta this is already being done. There are 
many reasons why the medical profession are real- 
izing the importance of the well-trained dentist. 
One of the most important of these reasons is 
the comparatively recent discovery of the im- 
portant réle that focal infection plays in cer- 
tain types of systemic disease. The clinical ob- 
servations of Hunter in England, and the 
researches of Billings and Rosenau in America 
are too well known to require repetition. The 
value of this knowledge has been rendered all 
the greater by the ease and distinctness with 
which an x-ray picture carefully taken by a 
dental radiologist may be employed to point 
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out areas of infection not only in the teeth but 
in other structures in the neighbourhood. Of 
the numerous potential foci of infection above 
the clavicle, thirty-two lie in the teeth or in 
their immediate neighbourhood. 

In a paper read before the Dental Club of 
Paris, Dr. Nodine, of New York, stated that ‘‘in 
the light of our present knowledge of the influ- 
ence exerted by septic mouths, septic teeth, and 
septic artificial substitutes in the development 
of systemic disease, it is as important for the 
dentist to use the x-ray as to use a sterilizer. 
The dental surgeon is no longer concerned 
with the repair and the replacement of teeth. 
Hs is concerned more seriously with the 
patient’s general health.”’ 

Evidence accumulates that abscesses at the 
roots of devitalized teeth may play a most im- 
portant part in many eases of endocarditis, 
rheumatism, neuritis, nephritis, gastric ulcer, 
and appendicitis, and it is only by an extensive 
and systematic examination by means of the 
x-ray that these abscesses are discovered. By 
means of the radiograph, the dental profession 
has become aware that about 90 per cent of 


devitalized teeth have either no root fillings or 
incomplete ones. Fully 75 per cent of these 
teeth show destruction of the bone and infec- 


tion around the apical ends of the roots. Not 
only is the x-ray of value in discovering these 
foci of infection due to incomplete or imperfect 
work but it is of great value when employed 
for the purpose of rendering the dentist’s work 
more thorough and certain. The employment of 
the x-ray removes the diagnosis of dental disease 
and its treatment from the realm of guess- 
work and doubt to one of comparative positive- 
ness. Before the use of the x-ray the dentist 
was obliged to take many chances. It is now 
more possible to fill roots to their very apex, and 
when this is not possible a skiagram informs him 
whether it is better to extract the tooth or to 
resect the root. Dr. K. H. Thoma, of Boston, 
in a paper read before the Academy of Stoma- 
tology of Philadelphia, stated that it was im- 
possible to thoroughly examine the mouth without 
the use of the roentgen ray. The roentgen ray 
affords us the only practical means of investi- 
gating the condition of root fillings, devitalized 
teeth, unerupted and impacted teeth. It is often 
of great value in making a differential diagnosis 
between pyorrheea and diffuse osteomyelitis of the 


THE CANADIAN MEDICAL ASSOCIATION JOURNAL 


jaw and periodontal cysts. The allocation of for- 
eign bodies, of sequestra and of salivary calculi is 
greatly aided by the roentgen ray, and especially 
by the stereoscopic skiagraph. In the search for 
infectious oral foci and etiological factors in 
neuralgia the roentgen ray is indispensable. 
A plate of the sinuses should always be secured 
if symptoms of abscessed teeth in the upper 
bicuspid or molar region arise, and while it may 
sometimes be necessary to take pictures from 
various angles to obtain exact information we 
may always feel assured that the roentgen pic- 
ture is a truthful reproduction. Not infre- 
quently, however, all the defects that exist are 
not found owing to a faulty technique. e 

Many, however, expect too much of the roent- 
gen picture, and use the report of the radiologist 
as a short cut to diagnosis. There are also many 
who attempt the interpretation of films without 
the proper knowledge of the intricacies of x-ray 
technique, and the relative significance of radio- 
graphic densities. In many cases of suspected 
antrum infection the best results are obtained 
by the dentist in consultation with a rhinologist 
and the x-ray specialist. The correct reading of 
accessory sinus plates is not at all a simple 
matter. The position and exposure of films are 
of paramount importance. In the case of bone 
tumours, well known and experienced author- 
ities while demanding careful x-ray findings, 
demand in those who interpret the findings a 
careful knowledge of the anatomy and patho- 
logy of the part. The report on a dental film, 
no matter how perfect and how well its den- 
sities may be interpreted, does not constitute a 
diagnosis. The history and clinical examination 
of the teeth are indispensable. It should be re- 
membered that the radiologist in this instance 
as in other branches of medicine and surgery is 
a consultant, not a diagnostician. 

Broadly speaking there are at present four 
sources from which dental films come. There is 
the medical x-ray specialist, the dental x-ray 
specialist, the practising dentist doing his own 
technique and interpreting it himself, and the 
layman doing x-ray work who has been described 
as running an x-ray shooting gallery. The last 
mentioned should have no standing whatever, but 
unfortunately for the patient he often has. The 
practising dentist doing his own x-ray work is, 
however, little better. His work may be honestly 
done, but as the rule the technique is bad, and 
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results in unreadable films. There remains the 
x-ray specialist and the dental specialist. It is 
only in the larger centres that there is sufficient 
work to make the dental x-ray specialist a prac- 
tical consideration. The attitude of the profes- 
sion towards the dental profession in the past has 
not been all that it could and should have been, 
and I do not think that radiologists have given 
the time and study to this branch of our spec- 
ialty that its importance demands. The dental 
film should be equally as good as skiagrams of 
the chest or of the spine, and there should be 
a sufficient number of correctly exposed (and 
positioned) films to show all the suspected 
areas, and to show them at different angles. 
Films of the teeth have to be retaken much 
oftener, than those of other parts of the body, 
and the radiologist should see that they are re- 
peated until the correct position and detail is 
shown. There is some difference of opinion as 
to how many films are necessary to correctly 
and thoroughly expose a full set of teeth. Some 
use ten, some fourteen, and others advocate 
twenty or more. Personally I have been getting 
satisfactory results with a fourteen-film examin- 
ation, and I think for normally shaped mouths 
that number is the minimum if a good view of 
all the teeth is expected. A complete set of 
radiograms should contain at least two views 
of every tooth. This is a standard rule in mak- 
ing exposures of all the bones of the body. 

The bony tissues surrounding the tooth should 
be completely and clearly shown. It is often 
difficult to obtain a satisfactory picture of the 
upper molars due to the inferference of the 
malar bone. The difficulty may generally 
be overcome by increasing the distance to thirty 
er thirty-six inches from focus to film and cor- 


Air Currents in Ventilation —The oppressive- 
ness of an unventilated room is something that 
is recognized by our sensations. The effects may 
vary from slight discomfort to actual malaise, 
all of which proper ventilation aims to avert. 
There was a time when hygienists were greatly 
concerned about the chemical composition of 
the air in relation to health and com fort, when 
the ‘‘badness’’ of air in ordinary buildings was 
sought in the form of excessive amounts of ecar- 
bon dioxide or more poisonous organic respir- 
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respondingly increasing the time of the exposure. 
Finally the expense of an x-ray plate should not. 
be considered as a reason for omitting to have 
one taken. It should be regarded as essential. 
Errors in judgment may be excused, but not the 
neglect of a necessary examination. 


Summary 


1.—Recent clinical observations and researches 
have altered the attitude of the dental profes- 
sion towards the pathological conditions of the 
teeth. The dentist is now more seriously con- 
cerned with the general health of the patient 
than with the local condition of the teeth. It 
is probable that the x-ray has been the greatest 
factor in this transformation scene. 

2.—The modern, educated, well trained den- 
list, and that is the only class of the dental 
profession we should consider, realizes and is 
alive to this changed condition, and I believe we 
physicians and radiologists could benefit both 
ourselves and our patients if we would to a 
greater extent cooperate and consult with him. 

3.—The general radiologist is the qualified and 
proper channel through which dental radiology 
should come. He should therefore have a more 
thorough knowledge of the development, histo- 
logy and pathology of the teeth and pay more 
attention to the radiographic technique. 

4—wWhile it would not be accurate to state 
that x-ray findings, as regards the teeth, con- 


stitute a diagnosis, yet the good dental radio- 
graph so nearly approaches a diagnosis and 
gives so much information that it is indispen- 
sable. This being the case, we, as radiologists. 
should attend to every detail required for good 
technique and expert interpretation. 


atory products. One even heard about the 
fatigue-producing toxins of expired air. Scien- 
tifie investigation has failed to support such ex- 
planations. Successful ventilation, a well known 
British report states, depends on the preven- 
tion of stagnation of body heat, on the one hand, 
and of uncomfortable chilling of the body, on 
the other. The fresh and comfortable sensation 
produced in well ventilated rooms, in contrast 
with an oppressive environment, is now believed 
to be due in no small degree to air movement. 
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Case Reports 


FRACTURE OF THE SKULL IN A CHILD, 
TREATED BY REPEATED PUNCTURE 
OF THE CISTERNA MAGNA 


H. M. Exper, M.D. 
Montreal 


G.H. a boy of ten years was admitted in an 
unconscious condition on Aug. 14th, 1924, to the 
service of Dr. Guy Johnson at the Montreal 
yeneral Hospital. 

The history obtained from his father was that 
the boy had been playing in the second story of 
a house, and about half an hour before admission, 
he had fallen through a trap-door, a distance of 
about twelve or fourteen feet, striking his head 
upon the floor below. 

Examination showed the boy to be in a coma- 
tose condition with a marked hematoma of the 
frontal region, and bleeding from the right ear. 
There was some blood visible in the naso-pharynx, 
and the tongue was blood-stained. The temper- 
ature was 97°F. and respirations 18. The pulse was 
68 and was markedly irregular, thin, and thready. 
The skin was pale, the lips and mucous membranes 
were of a dusky cyanotic hue. The breathing 
was shallow and sighing. The pupils were un- 
equal, the left being larger than the right. Both 
reacted sluggishly to light. Marked spasticity of 
the arms and legs was present. There was also 
some retraction of the neck, though this was not 
very marked. No paralysis or paresis could be 
made out. 

The reflexes of the supinator longus, triceps, 
biceps, the abdominal muscles and the cre- 
masteric were all absent. No knee jerk or ankle 
jerk could be elicited. There was no ankle or 
rectus clonus. Kernig’s sign was absent, but a 
bilateral Babinski was present. The blood pres- 
sure was 70/50. 

The patient did not rouse at all, nor resist 
ordinary examination, but when a lumbar punc- 
ture was done, without novocaine, he cried 
out and struggled. The lumbar puncture re- 
vealed very bloody fluid, under a pressure of 
30 mm. Hg. This pressure was reduced to 20 
mm. Hg. The patient did not seem to improve 
after this to any great extent. He vomited a 


small quantity of undigested food, and his breath- 
ing improved slightly, but he almost immediately 
relapsed into a comatose condition. It was con- 
sidered that the prospect of a successful decom- 
pression operation was not good enough to war- 
rant its attempt. Six hours later, since the 
patient was still alive, albeit in a desperate con- 
dition, an attempt was made to reduce the 
intracranial pressure by means of a cistern 
puncture. The blood pressure had now risen to 
120/80. A fine needle was introduced into the 
cisterna magna and fluid was obtained. This 
fluid appeared to be slightly less bloody than 
that obtained previously by means of a lumbar 
puncture. Unfortunately, since a fine needle 
was necessary to facilitate the carrying out of 
the procedure, a manometer could not be attach- 
ed, and an accurate reading of the pressure could 
not be obtained. The fluid, however spurted 
out from the needle for a distance of about three 
inches, thus showing a very marked increase of 
the intracranial pressure. The fluid was allowed 
to escape slowly, until it barely dripped from the 
needle, which was then withdrawn. 

The patient improved almost immediately 
after this. Respirations became faster and deep- 
er, and the dusky hue of lips and mucous mem- 
branes disappeared. He also roused from his 
hitherto comatose condition, and became rather 
restless and irritable, crying out, and throwing 
himself about the bed, necessitating the applica- 
tion of restraining bands. 

Towards the morning of Aug. 15th he again 
developed signs of an increase of intracranial 
pressure, becoming less restless and relapsing into 
coma, while the breathing again became slower 
and more shallow. The blood pressure was 
110/80. Another cistern puncture was therefore 
done, and fluid withdrawn until it ceased to run 
out of the needle. This fluid was definitely less 
blood-stained than upon either of the two pre- 
vious occasions, though the pressure was con- 
siderably above normal. Following this the 
patient reacted in a very gratifying way, the 
breathing improved greatly, and a certain degree 
of restlessness again manifested itself. 

In the evening pressure signs again began to 
make their appearance, and another cistern 
puncture was attempted, but owing to the fact 
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that an ordinary lumbar puncture needle was 
the only one available, it was unsuccessful. 


On the morning of August 16th another cistern 
puncture was done, and slightly blood-tinged 
fluid under pressure was withdrawn, and allowed 
to flow until it ceased to run. He improved 
markedly after this, and passed a much better day, 
becoming semi-conscious, and opening his eyes 
upon being called. He also began to take fluids 
by the mouth. The breathing gradually became 
normal and the pulse more rapid and regular. 
The neck however was markedly retracted and 
there was a doubtful Kernig sign. 

Two days later there was still some retraction 
of the neck, and the Kernig on the left was still 
doubtful, though that on the right was definitely 
negative. The knee-jerks were absent, and no 
ankle or rectus clonus could be elicited. Bilat- 
eral Babinski was still present, ‘though that on 
the left side was fainter than the other. The 
abdominal reflexes were present on the left, but 
very faint on the right. No ocular palsies were 
made out. The pharyngeal reflex was present. 
The cranial nerves were apparently normal. The 
abdominal reflexes were both definitely present 
the following day. 

August 24th, ten days after the injury, he 
appeared much brighter mentally, and for the 
first time recognized his parents. He was now 
taking a soft diet, and would reach out for 
articles of food. He also spoke for the first time, 
and recognized and named an orange, though 
his articulation was very poor. The abdominal 
reflexes were present on both sides, Babinski was 
present on the right and absent on the left. 

After this improvement became more marked, 
and speech slowiy returned, but with some 
aphasia, which gradually cleared up. On Sept. 
1st he was rational and could speak correctly. 


On Sept. 14th, just one month after his accident, 
he appeared to be very well, and was so active 
that it was impossible to keep him in bed. He 
would climb by way of his bedside table, to a 
window-sill six feet from the ground, and stand 


there looking out. There was no evidence of 
headache or dizziness. Memory had apparently 
completely returned to him, and he could answer 
questions about his brothers and sisters and his 
past life correctly. 

It was desired to keep him under observation 
at a convalescent home for a further period, but 
his parents insisted that he return home, and he 
was consequently discharged. 


CASE OF LARVA MIGRANS 
J. K. Pomeroy, M.D. 
Gainsborough, Sask. 


On July 25, 1925, Mrs. G. B. S., consulted me 
regarding a rash in her abdomen. 

History.—She first noticed it about a week 
before consulting me. She states she has a habit 
of lying prone when weeding the garden. 


Examination.—A wheal starting near the um- 
bilicus on the right side and ending about eight 
inches further to the right after describing circles. 
The apparent site of entrance was of a dull 
inflammatory colour; the other end had a bright 
inflammatory colour. It was neither painful nor 
tender. 

The probable diagnosis was that it was a case 
of Larva Migrans. 

Treatment.—The skin was frozen with ethyl 
chloride, which apparently killed the larva. 

I attempted to obtain the larva but was not 
successful. 


CARCINOMA OF THE THYROID 
WITH METASTASES 


F. W. Lunry, M.D. 
London, Ont. 


A patient in the Ontario Hospital fractured 
the neck of the left femur and two years later a 
swelling at the point of fracture developed, 
gradually increasing in size until it measured 
18 by 11 cms. On palpation and auscultation 
a distinct bruit was noted and in view of a history 
of fracture a diagnosis of an arterio-venous 
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aneurysm was made. There was marked ab- 
sorption of bone at the upper end of the femur, 
the left leg being nine inches shorter than the 
right. She died six and a half years after the 
fracture. 

At autopsy the thyroid which had been en- 
larged for years to about the size of a tennis ball, 
was found to be encapsulated and was easily 
shelled out. On section, the cut surface was 
firm, greyish yellow in colour and showed several 
areas of bony consistence. The lungs showed 
large numbers of rounded, clearly-outlined nodules 


Theories as to the Cause of Cancer.—An 
admirable scientific spirit prevails with refer- 
ence to the way in which the causation of can- 
cer ought to be regarded. Nobody pretends to 
know all about it or, in fact, very much about 
it. Some insist that they have no opinions. 
But if they are pressed a little, a few will admit 
that they have certain impressions. Now and 
then a person is found who thinks he has dis- 
covered facts which help to a clearer understand- 
ing of cancer. Only one person said he thought 
cancer was contagious and he prefaced his re- 
marks by saying humorously that he supposed 
he was the only physician in France who held 
that opinion. Cancer was not generally regard- 
ed as hereditary, although nobody doubted that 
it occurred with uncommon frequency in some 
families and even showed a preference for cer- 
tain organs in some. That irritation often 
played a part in the formation of cancer was 
a nearly universal opinion, but there were cases 
in which no discoverable form of irritation, phy- 
sical, chemical or other, had any part in it. The 
papers of Gye and Barnard were everywhere 
known. They were recognized as of stimulating 
value wherever a laboratory for cancer research 
or bacteriology existed. In many places men 
and women were setting to work to follow up 
this line of research. Not all the experienced 
workers who were interviewed, however, were 
convinced that the whole of the Gye and Bar- 
nard work would be corroborated. More express- 
ed confidence in the data than in the necessity for 
some of the conclusions, Nobody said he was 
convineed, as matters stood, that the entire caus- 
ation of cancer had been explained. Dr. Gye, 
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which felt solid and on section had a glistening, 
colloid-like appearance. Single nodules of sim- 
ilar appearance were found in the liver and 
kidneys. Microscopically, a few small isolated 
areas in the thyroid gland showed evidences of 
carcinomatous degeneration. Sections of the 
tumor of the thigh showed chiefly thyroid tissue 
with small areas of carcinomatous change in a 
few sections. Other areas of metastasis showed a 
similar microscopic structure. The diagnosis was 
carcinoma of the thyroid with multiple metas- 
tases. Bulletin Harvey Society, London, Ont 


himself, while expressing confidence in his re- 
sults, did not claim to have unraveled the whole 
problem and wished it to be expressly under- 
stood that his results, even if fully confirmed, 
by no means indicated how cancer could be 
cured. There was universal regret at the sensa- 
tional newspaper publicity which had been given 
to these discoveries—Campaign Notes, Am. 


Society for the Control of Cancer, October, 1925. 


Rectal Ether Analgesia in Childbirth —J. A. 
Harrar (Amer. Journ. Med. Sci., August, 1925, 
p. 256), has given up the typical twilight sleep 
—namely, scopolamine and morphine pushed to 
the degree required for perfect amnesia—because 
of the depressing effect upon the child. With 
the rectal ether analgesia he now recommends. 
he does not claim that the labour is quite pain- 
less, but great relief from suffering is obtained. 
When labour is well established the rectum is 
cleared with a soap enema and an ether instil- 
lation in oil introduced after an intramuscular 
injection of morphine and magnesium sulphate 
has been given. The woman is then kept quiet 
in a darkened room with cottonwool in her ears, 
mainly for the suggestive effect. In half an 
hour another injection of magnesium sulphate 
is given, this time without morphine. Usually 
fifteen minutes after the ether is given it may 
be detected in the patient’s breath, and slight 
excitement begins; drowsiness and light sleep 
follow. The instillation may be repeated once, 
or even twice. The author claims uniform good 
results in 2,000 trials, and that the method suits 
home or hospital practice in about 70 per cent 
of all labours.—Brit. Med. Jour., Sept. 19, 1925. 
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EXPERIMENTS WITH A NEW VACCINE AGAINST TUBERCULOSIS 


ROFESSOR CALMETTE of Paris 
has for some time been directing his 
research toward the discovery of a vac- 
cine for tuberculosis—a vaccine that will 
have the quality of being non-poisonous 
to susceptible animals and yet have the 
power of protecting animals not hitherto 
exposed to the infection. In a recent 
communication to the Académie de M édi- 
cine, June 16, he stated (Brit. Med. Jour., 
August 29, 1925), that the objective of 
many years’ study appeared to be within 
sight—a new vaccine specially designed 
to prevent the development of tubercu- 
losis in infants born of tuberculous par- 
ents. The original source of this new 
vaccine was an extremely virulent strain 
of the bovine type which by prolonged 
cultivation (more than 230 cultures) on 
potato or agar saturated with bile con- 
taining five per cent. glycerol, had been 
deprived of its power of initiating tuber- 
culosis. According to Calmette, the only 
effect from a massive injection of this 
bacillus is a general disease resembling 
typhoid fever which cures itself spontan- 
eously after fifteen to twenty days, with- 
out producing the slightest tubercle 
infection. Calves, guinea pigs, rabbits 
and monkeys, treated with doses of a few 
milligrams of this vaccine become highly 
resistant to infection with even virulent 
tubercle bacilli. The bacilli appear to 
have been deprived completely of the 
power of initiating tuberculosis, although 
the microbe remains toxic for tuberculous 
animals, secretes tuberculin, and _pro- 
vokes the formation of antibodies in the 
same way as a virulent tubercle bacillus. 
This vaccine is known in France as 
“B.C.G.” It can be given without risk, 
by the mouth, intravenously, or subcu- 
taneously. 
The results so far obtained have been 
most promising. One hundred and sev- 
enty-eight infants born of tuberculous 


parents were vaccinated in 1922, and 
although three years have elapsed since 
vaccination, not a single one of these has 
died of tuberculosis, though fifteen have 
died from other causes. Several of these 
vaccinated children have remained in the 
same homes as their phthisical parents, 
but still show no sign or symptom of dis- 
ease. During the last twelve months 
more than 2,000 new born children in 
France and Belgium have received this 
vaccine. Professor Calmette states that 
up till June Ist, 1925, he had been able to 
trace 423 of these infants. None of them 
had died of tuberculous infection; thirty 
deaths had occurred, a mortality of seven 
per cent., and the only cause of death 
which appeared to be of a tuberculous 
nature was meningitis reported in two 
cases. In the editorial columns of the 
Journal of the American Medical Associa- 
tion, (September 12, 1925) we read the 
story of a series of experiments carried 
out in a tropical environment on the 
coast of the French West Africa. Here 
the effort was made to simulate human 
conditions as far as possible by experi- 
menting with man-like apes and chim- 
panzees close to their native home and 
exposed to infection in natural ways but 
under scientific control. Fifteen chim- 
panzees were studied in three groups; 
three of these were vaccinated with 
Calmette’s vaccine; five were infected 
with virulent tubercle bacilli, and seven 
normal animals served as unvaccinated 
controls. Vaccinated and unvaccinated 
animals were exposed equally to infec- 
tion from the artificially infected ani- 
mals. The five infected chimpanzees all 
died of tuberculosis. Of the seven un- 
vaccinated controls four died of tubercu- 
losis and three of an_ intercurrent 
non-tuberculous infection. The three 
vaccinated animals have remained in 
good health. In another experiment 
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nineteen apes were vaccinated, twenty 
were infected with virulent tubercle bacil- 
li, and twenty served as non-infected 
and non-vaccinated controls. Of the 
nineteen vaccinated, eleven died of vari- 
ous forms of disease without showing any 
evidence of tuberculosis at their necropsy. 
The other eight remained in good health. 
Of the twenty unvaccinated controls, 
nineteen died of tuberculosis and one of 
an intercurrent acute infection. Of the 
twenty animals who were infected, nine- 
teen died of tuberculosis and one of 
intestinal obstruction. The results of 
this experiment in the tropics may be 
summarized in one sentence: none of the 
vaccinated monkeys under observation 
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since 1923 have died of tuberculosis. All 
the other experimentally infected mon- 
keys and all controls contracted tubercu- 
losis and succumbed in periods ranging 
from two to five months. 

In many parts of France other than 
Paris, and also in the French colonies the 
vaccine is being tried on an extensive 
scale. The only claim made thus far by 
Professor Calmette is:that the vaccine 
may safely be used for the prevention of 
animal and human tuberculosis, and has 
proved completely harmless to all the 
children vaccinated during this period of 
three years, while its efficacy for the 
protection of the new-born child appears 
to be proven. 


THE NEW UNITED STATES PHARMACOPGIA 


HE tenth decennial revision of the 
United States pharmacopeeia is 
completed and will become official on 
It is undoubtedly in 


January 1, 1926. 
many respects the best pharmacopceia 
that has yet been published, and is a 
worthy successor of the previous revi- 


sions. Confidence was felt that this 
would be the case when it was recognized 
how eminently qualified for their task 
were the several members of the Com- 
mittee and sub-committees who were 
charged with its revision. In the ap- 
pointment of these committees the Ameri- 
can Medical Association and_ the 
authorities at Washington exercised care 
that a large percentage of those appointed 
should have a thorough knowledge of the 
pharmacological properties as well as of 
the physiological action of drugs, and 
also have had extensive laboratory train- 
ing. As a consequence, all problems 
regarding assays for strength and purity 
and all methods for the preparation of 
galenicals were based on scientific work, 
every detail of which was verified by 
specialists in each particular field. The 
result is that a thoroughly practical, 
exact and very useful pharmacopeeia has 
been given to the profession. 

A large number of drugs, 189 in all, 
have been deleted; all of which were of 


uncertain activity and, therefore, of 
doubtful utility. None of them was as 
efficient and reliable as other drugs having 
a similar action, and which are still 
retained in the pharmacopeeia. Forty 
new drugs have been introduced. The 
selection has been made with due con- 
servatism, but in every case the value of 
the new drug would appear to have been 
well tested by experience. We trust that 
in the revision of the British pharmaco- 
peeia, shortly to be undertaken, the 
British Committee will be equally liberal 
in placing all valuable new drugs in the 
official list. 

We note that consideration has been 
given to the recommendations of the 
International Convention held in Brussels 
in 1902, expressing the desirability of the 
adoption of International standards in all 
official preparations of the more potent 
drugs. In the case, for instance, of 
belladonna and its preparations we note 
the present edition approximates more 
closely than its predecessors to the 
strength of the International formulary. 
A step forward has also been taken in this 
edition in standardizing those important 
remedies which cannot be standardized 
by chemical methods, and require the 
test for potency to be made according to 
biological methods in animals. Direc- 
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tions for the employment of these tests 
are given with care and exactness and do 
not deviate much from the methods 
recommended by the International Con- 
ference for the Standardization of Bio- 
logical Products. It is probable that the 
regulations which will be introduced in 
Great Britain under the new Therapeutic 
Substances Act, 1925, will prove to be 
also in harmony with international 
standards in regard to both strength and 
method of assaying. 

In regard to nomenclature it would 
appear very desirable that the same name 
should be given to the same substance in 
both the pharmacopeeias; the British and 
the United States. In some of the 
previous editions of the United States 
pharmacopeeias it would appear as if 
a desire existed to avoid, if possible, 
giving the same name to a new drug as 
had been given to it in the British phar- 
macopeeia. We are glad to notice that 
in the present edition the name glusidum 
replaces the longer, but, perhaps, the 
more chemically correct word benzo- 
In 


sulphinidum of the previous edition. 
our opinion, it is unfortunate to find our 
American colleagues declining nouns end- 
ing in “]” hitherto regarded as undeclin- 
able, and giving them terminations which 
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make them declinable, ¢.g., chloralis 
hydras. Indeed, the suggestion is obvi- 
ous that the two great English speaking 
peoples might well get together in these 
matters of terminology. 

At the last revision of the pharmaco- 
peeia of 1914, several of the Dominions 
were invited to make suggestions which 
might render the British pharmacopeeia 
more suitable to the needs of the profes- 
sion in each country. Canada at that 
time reported very few changes of conse- 
quence. India, we notice, added many 
new drugs and preparations. In the new 
revision, which we suppose will take place 
shortly, it would be well that Canada 
should express its wishes emphatically. 
We hope that at the next Annual Meet- 
ing of the Medical Association in Vic- 
toria, attention will be called to the 
desirability of the Committee on Phar- 
macy being empowered to obtain the views 
of pharmacologists and pharmacists in the 
various provinces and place them before 
the Revision Committee in Great Britain. 
We note, also, that another international 
conference will be held in Brussels next 
year, and it would appear very desirable 
that Canada should be represented. 


V. E. HenpERSON. 


LOCAL ANAZSTHETICS—A STEP FORWARD 


INCE local anesthesia was inau- 
gurated by Koller in 1884 numerous 
attempts have been made to discover 
better substances than cocaine. In spite 
of forty years of such efforts, so far as 
mucous membrane anesthesia is con- 
cerned, cocaine still remains unsurpassed. 
It now appears that a definite step for- 
ward has been taken. Evidence has 
been accumulating slowly which indicates 
that the local anesthetic action of a com- 
pound employed is due to the presence in 
its solution of the free base rather than to 
the compound asa whole. Thus, cocaine 
is usually employed in the form of its 
compound with hydrochloric acid (co- 
‘caine hydrochloride), but its activity is 
apparently due to the mother substance, 


cocaine, which forms to a small extent 
when cocaine hydrochloride is dissolved. 
The equation showing its formation is as 
follows: 


C,,H.,NO,HC1 
cocaine hydrochloride 


+ H,0 = C,,H,,NO,-+ HCl + H,0 
cocaine base 
Not much free cocaine, relatively, is 
liberated (that is, the reaction does not 
proceed very far), but by using com- 
pounds of cocaine with weaker acids such 
as boric acid, the relative amount of co- 
caine may be greatly increased. The 
same principle applies to other local 
aneesthetics, their surface efficiency being 
increased by using them in the form of 
their borates. However, it is unfortu- 
nately true that the borates of many 
local anzesthetics are decomposed when 
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they are dissolved and the basic or anes- 
thetic portion of the molecule precipi- 
tates. Among those which do not preci- 
pitate are the borates of novo-cocaine, 
beta-eucaine and alypine. Those of bu- 
tyn, cocaine, stovaine and holocaine are 
decomposed. 

It appears from these considerations, 
which have been extensiv2ly investigated 
by Copeland and Notton* that novoco- 
caine borate is as good an anesthetic for 
surface anesthesia as cocaine bydro- 


*British Medical Journal, Sept. 26, 1925. 
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chloride and is considerably less toxic. 
Beta-eucaine borate is ten times as efli- 
cient as cocaine hydrochoride; its toxicity 
remains to be determined. Holocaine 
borate is also extremely effective but its 
solutions do not keep well. 

The above remarks apply only to sur- 
face anesthesia. So far as injection 
anesthesia is concerned the situation is 
unchanged, that is, the efficiencies of such 
compounds as novocaine in this domain 
are not increased by employing them in 
the form of borates. R. L. Srewie 


THE IMPORTANCE OF VENTILATION IN FACTORIES 


HE development of interest in indus- 
trial hygiene on the part of govern- 
ment and local health authorities as well 
as by industrial firms and universities 
during the last quarter of a century has 
been nothing less than phenomenal, but 
intérest has been chiefly devoted to the 
prevention of industrial poisoning. The 
importance of securing adequate ventila- 
tion in factories has, perhaps, received less 
attention than its importance demands. 
The harmful effects of a badly venti- 
lated room are, as we now know, not due 
to lack of oxygen or to excess of carbon 
dioxide, or to the presence of mysterious 
toxic products, but to the physical effects 
of high temperature, abnormal humidity, 
and lack of air movement. The re- 
searches of the last twenty years have 
made it abundantly clear that even slight 
degrees of overheating produce serious 
results recorded by a direct physiological 
response such as increase in body temper- 
ature, pulse rate, lowered vasomotor tone, 
and lowered working efficiency, and is 
associated with an increased suscepti- 
bility to respiratory disease. The inves- 
tigations of the New York State 
Commission show that the amount of 
physical work performed under otherwise 
equivalent conditions was reduced by 
fifteen per cent. when the temperature 
rose to seventy-five degrees Fahrenheit 
as compared to what was accomplished 
at sixty-eight degrees Fahrenheit, and by 


thirty-seven per cent. when the tempera- 
ture rose to eighty-five degrees. This 
loss of working capacity Professor Wins- 
low of Yale University, in a very practical 
paper from which we quote, (Jour. Am. 
Med. Assoc., September, 1925, vol. 1xxxiii, 
p. 968-972), compares with the loss of 
only three per cent. which takes place in 
the tin plate mills of Vernon, in England, 
in which good ventilation is maintained. 
Professor Winslow goes on to say that 
even more striking is the effect of over- 
heated rooms in winter on susceptibility 
to acute respiratory affections of various 
sorts. The New York State Commis- 
sion on Ventilation made a careful com- 
parison of the incidence of respiratory 
infections among some 5,000 school chil- 
dren in three groups of school rooms 
maintained at different temperatures. 
In children kept in cold and cool rooms, 
the children were comparatively free, 
while those kept in warm rooms had 
eighteen per cent. of their scholars absent 
owing to respiratory disease; while sev- 
enty per cent of those in attendance were 
suffering from slight catarrhal conditions. 

The loss of industrial efficiency due to 
absenteeism as the result of working in 
overheated rooms is a far reaching cause 
of sub-normal production. In addition 
to problems in connection with a vitiated 
atmosphere from overheating and lack of 
ventilation in many industrial processes, 
we meet with many devitalising condi- 
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tions produced by the presence of poison- 
ous fumes and dust. Carbon monoxide 
is, perhaps, the most important of all 
atmospheric poisons. One half of one 
part per thousand of carbon monoxide in 
air has proved poisonous, and exposure to 
a mixture of two or three parts per 
thousand in the air of a room for half an 
hour may be dangerous to life. In 
industry the greatest number of cases of 
carbon monoxide poisoning occur as the 
result of exposure to blast furnace gases 
in steel and allied industries. Poisonous 
lead salts, for the most part, enter the 
body by way of the digestive tract. A 
frequent way, however, by which lead 
reaches the digestive tract is by the 
swallowing of inhaled atmospheric dust. 
These two, carbon monoxide and lead 
are the most frequently met with and the 
most important of industrial poisons, 
but there are many others that affect 
smaller groups of workers in a more or less 
intensive degree. The increasing use of 
benzine in industry has attracted much 
attention during the past few years, and 
in an examination of a group of eighty- 
four workers exposed to benzine fumes it 
was found that fifteen per cent. of them 
showed a white blood cell count, so low 
as to be suggestive of benzine poisoning. 
Certain industrial dusts also, not toxic 
in the ordinary sense, may exert a very 
specific and important influence on the 
prevalence of diseases of the respiratory 
tract. The existence of a form of tuber- 
culosis specifically related to industrial 
employment has been recognized from 
very ancient days, and the fact that mines 
when devoid of water, may cause the 
workmen harm owing to the dust which 
is stirred up by digging, penetrating into 
windpipe and lungs and producing diffi- 
culty in breathing. Among the most 
dangerous of such industrial processes 
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are those which involve exposure to finely 
divided silica dust. Silicosis especially, 
but also anthracosis increases suscepti- 
bility to acute respiratory disease, but 
silicosis is particularly dangerous as pre- 
disposing to tuberculosis. 

From the standpoint of practical con 
trol in.connection with these dust and 
poison hazards, our first thought must 
always be the possibility of eliminating 
the original source of danger. In the 
case of lead the only really satisfactory 
procedure is a substitution of zine paints 
for the poisonous lead compound. In 
some cases the harmful substance may be 
handled in enclosed containers so that its 
escape into the atmosphere of the factory 
may be minimized. Dusty trades may 
be rendered less hazardous by the use of 
wet processes. A serviceable mode of 
protection is the installation of a system 
of exhaust ventilation, which in some 
cases may keep the air of a grinding shop 
almost as free from dust as the atmos- 
phere of an ordinary room. Respirators 
for protection against dust are another 
valuable means of protection. Their effi- 
ciency, however, varies widely, and re- 
quires careful study in each individual 
case. It is to the medical profession that 
the health officer must primarily look 
for the discovery of the danger spots that 
require special attention. To the indus- 
trial physician, if he be a real industrial 
physician, and not merely a doctor who 
practises medicine in a factory, all these 
problems are of great importance. 
Every industrial physician must ever 
be on the alert to trace the relationship 
between occupation and disease in all its 
forms, but respiratory disease demands 
special attention. The importance of 
factory ventilation has been too little 
recognized in the past by the medical 
profession. 


IMPORTANCE OF SUFFICIENT RELATIVE HUMIDITY IN 
AIR OF DWELLINGS 


TIMELY article under the title of 
‘“‘Hot Air Comfort,’’ appears in a 
recent number of the Journal of the 
American Medical Association, October, 


1925, vol. Ixxxv, p. 1,022, in which Dr. 
Hubbard, of Toledo, presents some old 
and well recognized truths on the evils 
attendant on the high temperature de- 





1256 


manded in houses and offices by Ameri- 
cans generally in the present day. A few 
generations ago he tells us our ancestors 
lived in habitations and hostelries having 
temperatures of about fifty-five degrees 
Fahrenheit. A medical authority of 1820 
recommended the temperature for hos- 
pitals, sickrooms and nurseries to be not 
below fifty degrees nor above sixty de- 
grees Fahrenheit. Healthful comfort 
was secured even in an atmosphere that 
only registered fifty degrees or fifty-five 
degrees, by direct radiation from an open 
fireplace. At present, we demand fifteen 
degrees higher. Seventy degrees is the 
average comfortable standard tempera- 
ture of homes, school rooms, hospitals 
and hotels, but seventy-five degrees is not 
uncommon. Those who indulge thus in 


this high dry heat become much more 
sensitive to external variations of tem- 
perature and less resistant to infections. 
It must always be remembered that when 
we convey cold air into our habitations, 
either by the hot air furnace method or in 
the radiator heating systems, and heat it 


up to seventy degrees, we reduce very 
greatly the amount of humidity in the air. 
The lower the outside temperature the 
less is its humidity. So with twenty 
degrees of frost, air from the outside 
heated to seventy degrees will have a 
relative humidity of only eighteen or even 
fifteen per cent. This low humidity has 
a dry kiln effect; walls and woodwork dry 
out; flowers wilt, and exposed food be- 
comes dessicated: complexions suffer; 
vigour is sapped by lowered nerve tone, 
and consequently efficiency is impaired. 
Our forebears did not bother about this 
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question of indoor humidity because they 
did not overheat the air. 

In the heating of habitations, con- 
tained water vapour is an important fac- 
tor in our sense of comfort. With rela- 
tive humidity high the heat of summer 
becomes depressing, and in winter a damp 
atmosphere chills us through our thickest 
clothing. On the other hand, with low 
relative humidity our attempts to obtain 
comfortable warmth result in an ab- 
surdly high temperature which is unscien- 
tific, unhygienic and extravagant. We 
should insist on having a proper water 
vapour content in the air of our habita- 
tions. The hygienic standard should be 
sixty-five degrees of temperature with 
from thirty-five to forty per cent relative 
humidity. Sixty-eight degrees with forty 
per cent relative humidity should be a 
maximum. Hot house coddling results 
in women’s vagaries in wearing apparel. 
Just now the lower extremities are on 
parade. High room temperatures foster 
freak dressing; the half clad employee 
dictates the temperature for the office, 
and the hypersensitive clerk compels all 
to tolerate his standard. The natural 
colour of the skin arising from good blood 
and normal circulation fades, vigour is 
sapped and owing to a lowered systemic 
resistance, acute and chronic catarrhal 
infections become more prevalent. The 
profession should endeavour to arouse 
public sentiment to the necessity of re- 
form in the heating and ventilation of 
houses and offices. Only by so doing 
can we look forward to hygienic living 


‘with comfort during the coming winter 


months. 


THE UNEXPECTED IN DISEASE 


HE modern man of medicine finds an 
unfailing source of gratification in 
surveying our gradual mastery of ill- 
health. A certain degree of this pride in 
our history is permissible and healthy, but 
we must not be too complacent. Our 
position may be strong, but disease still 
has the advantage of the initiative, and 
even if we do understand the conditions 


under which it will strike, we are not 
always able to convince the people of 
danger: indeed, it is hard enough to 
make them think on the matter at all. 
The consequence is that we do not 
advance equally all along the line, and 
must expect flank attacks by our enemy. 
It is true, for example, that there are 
many diseases which we may reasonably 
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(and earnestly) hope will never again 
appear in our midst. London no longer 
fears that she may again hear the cry: 

“Bring out your dead,”’ and the clapper 
of the leper is silent in the land (of 
Europe): scurvy no longer decimates our 
armies and navies, and the pits left by 
smallpox are seldom seen. We still have 
to deal with the great problems of cancer, 
and of the many ultramicroscopic viruses, 
. and check the insidious development of 
many forms of disease in the nervous sys- 
tem, but these are obvious and have for 
long been recognized. It is from such an 
apparently unlikely quarter as styles in 
dress that we may look for effects on our 
health. No better instance of the influ- 
ence of fashion on health in the past 
could be quoted than that of chlorosis. 
The disappearance of this disease within 
the last few years has been the cause of 
frequent comment, and now we learn 
that in all probability it owed both its 
being and its disappearance to fashion in 
dress; tight-lacing, the origo mali, is now 
past or passing. It is interesting to 
speculate on how soon that phase of 
fashion might have waned had its evil 
influence been sooner recognized: and 
whether if the tide of fashion should again 
set in that direction, our teaching and 
preaching would prevent the appearance 
once more of cases of chlorosis in our 
midst? 

We need not wait for such unpredic- 
table changes, however, for we have at 
present another instance of disease in- 
duced by style in dress. The short dress 
and the silk stocking now fashionable are 
found to predispose to a chronic erythema 
of the legs which may assume disabling 
proportions. Although thus far the con- 
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dition is met with chiefly in those whose 
capillary circulation in the skin is defec- 
tive. This erythema appears as a diffuse 
thickening of the skin, extending from a 
little below the external malleolus up- 
wards, and involving chiefly the anterior 
and external aspects of the legs. The 
skin is red or cyanosed; the limbs feel 
cold, and the patients complain of pain 
and tenderness, or a feeling of heaviness. 
The condition is bilateral and affects 
females between the ages of fourteen and 
twenty: it is most in evidence in the cold 
season, and is best treated by rest in bed 
and warmth. 

These are but two instances in a list 
which might easily be extended. That it 
will continue to lengthen is beyond doubt. 
What, may we ask, will be the future 
curious forms of sacrifice made in obedi- 
ence to the dictates of fashion. The 
binding of the feet of female infants 
amongst the Chinese has its parallel in 
the high heeled cramping shoes worn by 
women to-day. which injure both the 
joints of the toes and the elasticity of the 
arches. The demand for fur trimmings 
on clothes has accounted for certain 
obstinate forms of dermatitis, caused by 
the dyes in the cheaper kinds of fur: and 
so on. It is only fair to this goddess of 
fashion, however, to add that, inexpli- 
cable as her demands may sometimes 
appear, a hygienic virtue occasionally 
resides in them; witness the disappear- 
ance of long dust-sweeping skirts, and 
the cropping of masses of hair. This last 
fashion, perhaps, has not yet exhausted 
all its potentialities for good or evil, but 
at least it has caused some mitigation 
of the dangers arising from the protrud- 
ing, lacerating hat-pin. H. E. MacDermor 


SMALLPOX 


[= smallpox prevailing in the United 

States and Canada during the past 
twenty years has been, for the most part, 
of a mild, discrete character, but it must 
not be forgotten that a change from this 
mild type to the more deadly forms is pos- 
sible and may occur without warning of 


any kind. Such was the case in the epid- 
emic of January, 1924, which suddenly 
broke out in Windsor, Ontario, and caused 
a mortality of fifty per cent among those 
unvaccinated. 

For centuries before the discovery of 
vaccination, smallpox was one of the 
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great scourges of man. After Jenner in- 
troduced vaccination there was a rapid 
diminution in the number of cases and in 
their severity until, in civilized countries, 
the disease almost disappeared. Unfor- 
tunately, since the World War, smallpox 
has become much more prevalent, and in 
1924 more than 56,000 cases occurred in 
the United States with 896 deaths. This 
morbidity almost doubled that of the 
previous two years. In the Metropolitan 
Life Insurance Company Bulletin for Sep- 
tember it is stated that not only was there 
a great increase in the number of cases in 
1924, but the smallpox prevalent in Amer- 
ican cities during the first six months of 
the present year, -1925, was nearly four 
times as deadly as the type of disease 
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which occurred in 1923. The smallpox 
menace, therefore, is real. Only thor- 
ough-going vaccination will protect the 
American and Canadian population from 
epidemics, which, so long as the present 
indifference to vaccination prevails, may 
rival the most destructive smallpox epi- 
demics of recent times, and at the same 
time paralyse the industry and commerce 
of any town or province in which such an 
epidemic occurs. It is important, there- 
fore, that every member of the profession 
should emphasize the importance of vac- 
cination. Smallpox can be prevented by 
vaccination and by vaccination only. It 
cannot be prevented by even the most 
perfect sanitation without vaccination. 


ON THE PREVALENCE OF TYPHOID CARRIERS 


 acaqeenlchente investigations to detect the 

presence of typhoid carriers in 
limited communities have thus far re- 
vealed only a very small percentage (from 


0.3 to 0.8) of individuals in whose stools 
the typhoid bacillus has been persis- 
tently found. An interesting paper add- 
ing much to our previous knowledge on 
this subject was read at the last meeting 
of the American Medical Association 
(Jour. Am. Med. Assoc., vol. Ixxxv, 
10,357, 1925), by Dr. S. Welch, of the 
Alabama State Board of Health who, in 
connection with his associates in the 
laboratory, carried out a careful investi- 
gation on 1,076 healthy persons employed 
in the Alabama milk industry. The re- 
sults obtained by them in this investiga- 
tion would indicate that the number of 
typhoid carriers in many communities was 
much higher than the figures previously 
announced. In this investigation thirty- 
nine healthy typhoid carriers, thirteen 
paratyphoid A carriers, and three para- 
typhoid B carriers were found, making a 
total of fifty-five or 5.1 per cent. One 
community, among whom a high typhoid 
rate existed a few years ago, yielded 
thirty-one carriers. If we exclude these 
from the general survey there still re2main 
twenty-four carriers of typhoid and para- 
typhoid among 776 persons, or a rate of 


3.1 per cent. In his paper Dr. Welch 
details some of the difficulties attendant 
upon the successful demonstration of 
typhoid bacilli in the stools of these indi- 
viduals, and emphasizes the importance in 
any investigation of examining both feces 
and urine. The specimens, he says, must 
always be fresh or preserved in a special 
way to prevent the rapid death of the 
typhoid bacillus and overgrowth of the 
B. coli. Several specimens at varying 
intervals must be examined, as these 
typhoid carriers in general do not excrete 
bacilli in large numbers at all times, and 
repeated examinations are always neces- 
sary to exclude the presence of these 
bacilli. In three cases examined by Dr. 
Welch, positive results were not obtained 
until the sixth examination. In this con- 
nection we would mention the case of a 
typhoid carrier reported by the Doctors 
Sylvestin (Jour. Am. Med. Assoc., July 
11, p. 111, 1925), in whom an operation 
for cholecystectomy showed an apparent 
localization of the B typhosus in the 
gall bladder. 

It would appear that a healthy carrier 
is, as a rule, a carrier permanently, and 
it must be taken for granted that all the 
organisms are virulent. Had we a test 
to determine their virulence it might be 
found that many typhoid carriers are 
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harbouring non-virulent bacilli. In the 
case of only the few has it been possible 
to trace an outbreak of the fever to the 
— of a healthy but infected indivi- 
dual. 

The personal habits of a carrier deter- 
mine to a considerable degree'the danger 
such a one may be ina community. Dr. 
Welch mentions the case of two dairymen 
who proved to be carriers, but who were 
very cleanly in all their habits, and though 
daily engaged in handling milk consumed 


VISUAL DISTURBANCES 


RS. SPRAGUE, White and Kellogg, 

of the Cardiac Clinic of the Massa- 
chusetts General Hospital, call attention 
to disturbances of vision which may arise 
from toxic doses of digitalis (Journal of 
American Medical Association, Septem- 
ber 5, 1925, lIxxxv, 716). Visual disorders 
were early recognized as resulting from 
excessive doses of digitalis. Withering 


in his original paper on digitalis, notes 
confused vision and objects appearing 
green or yellow, among the toxic symp- 


toms induced by a large dose. Occa- 
sional references in both French and 
German magazines have been made to this 
action of digitalis, but very little reference 
to this symptom appears in recent English 
or American literature. Personal com- 
munications to the writers from more 
than a dozen leading pharmacologists 
and clinicians interested in the actions of 
digitalis showed that these disturbances 
are very infrequently recognized in this 
country. 

The types of visual disturbance noted 
have been diverse, and their character 
seems to be related to the individual sus- 
ceptibility of the victim as well as to the 
dosage of the drug. Individuals who have 
taken a poisonous dose assert that all ob- 
jects appeared green or yellow. Ina few 
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by others had apparently prevented any 
infection passing to others over a period of 
five years. One of these carriers could 
give no history of an attack of typhoid; 
the other had had typhoid fifteen years 
before. It would also appear to be pos- 
sible that the exposure of immune per- 
sons to infection may produce a tem- 
porary or permanent carrier state more 
frequently than has been previously sup- 
posed. The whole subject requires fur- 
ther investigation. 


INDUCED BY DIGITALIS 


instances patients have complained that 
everything appeared illuminated by a 
red light. Dr. Brunton’s patient said 
that his own hands and the faces of 
other people appeared blue. Dimness 
of vision with inability to distinguish 
objects or people, and to focus the eyes, 
and read even the largest print has been 
repeatedly mentioned. 

The mechanism of these disturbances 
is not clear. Ophthalmoscopic examina- 
tions have been uniformly negative. 
Lewin and Guillery state that the symp- 
toms, in their opinion, were due to func- 
tional cerebral tissue changes effected 
by the poison, as they are frequently 
associated with headache and functional 
defect in the retina and optic nerve. 

The authors give the clinical history of 
seven patients who received an excessive 
amount of digitalis. Five of these com- 
plained of perverted colour sensation, 
four had yellow vision, one reddish yel- 
low, and two green. All complained of 
decrease in visual activity. The writers 
conclude that visual disorders from the 
therapeutic use of digitalis are not mnfre- 
quent, and when they occur should be 
noted and recorded. Further study of 
the eye in such cases, especially of the 
retina and of the visual field is desirable. 


VALUE OF THE DIGESTIVE ENZYMES IN THERAPEUTICS 


- a special article on the “Use and 
Utility of Digestive Enzymes” in the- 
rapeutics (Jour. Am. Med. Assoc., Septem- 


ber, 1925, Ixxxv, p. 743), Professor Bas- 
tedo, of New York, sums up the replies 
he received to a questionnaire submitted 
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to the members of the American Gastro- 
Enterological Association on the prac- 
tical utility of digestive enzymes in 
therapeutics, making reference especially 
to the various preparations of pepsine, 
pancreatin, and diastase. Professor 
Bastedo states that the replies to his 
questionnaire indicate that the majority 
of the members of this Gastro-Enter- 
ological Association do not prescribe diges- 
tive enzymes at all, and those who do 
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employ such enzymes confine their use 
almost entirely to cases of demonstrated 
enzyme deficiency. It is further noted 
that almost all who do prescribe them 
show no great enthusiasm over the results 
obtained by their use, excepting possibly 
in the case of pancreatin in cases of 
proven pancreatic deficiency. Professor 
Bastedo considers that the conclusion is, 
therefore, inevitable that these enzymes 
are of small value in therapeutics. 


WHEN THE REED BREAKS 


A FEW days ago the writer saw a case 

of severe diphtheria in an infectious 
hospital. The child had been admitted a 
few days before with the history that he 
had been given a dose of antitoxin by the 
family physician on the second day of the 
illness. There had been no improve- 


ment, and a second dose was accordingly 
given; and still the child grew worse. 
The picture in the ward was pitiful; 


the boy’s neck was swollen, the throat 
covered with membrane, and there were 
several subcutaneous hemorrhages on 
the body and limbs. The whole condi- 
tion was that of a patient beyond the 
slightest hope of recovery. 

Now, if he had been admitted to the 
hospital within one or two days of the 
onset he would have been given antitoxin 
in the same way as he was given it out- 
side; but there would have been no antici- 
pation of its failing to cure him. Diph- 
theria antitoxin when given early is one 
of the most reliable methods of treatment 
known to the medical world. The child 
had undoubtedly received antitoxin early, 
and in sufficient quantity, and there were 
no complicating condition. The only 
conclusion at which we can arrive, there- 
fore, is that the serum had lost its potency, 
as it quickly does if not kept under proper 
conditions of low temperature. Any 
serum or toxin kept on a shelf in a warm 
room will lose its potency long before the 
date marked on its label, and it then 
acquires terrible negative potentialities 
for evil. To compare it to a broken reed 
is really not quite accurate for there is 


in this no sense of a security which com- 
pletely deceives, and wastes time at the 
cost of life itself. 

It has before this been pointed out in 
Montreal that the conditions under which 
diphtheria antitoxin is dispensed to the 
practitioner outside of the hospitals, have 
not been sufficiently supervised; and may 
serve in some cases as a menace whose 
possibilities are only to be appreciated 
by seeing such a result as the instance 
described. The reliable drug-houses will 
show refrigerators of the most approved 
type, in which they keep all their serums: 
material from these we know can be 
depended on. When, however, the 
family physician in an outlying district 
wishes to give antitoxin, it is often late 
at night, and, in any case, he rightly 
wishes to delay the treatment as little 
as possible. The local drug store, there- 
fore, is appealed to. . How many of these, 
it may well be asked, store their vaccines 
in refrigerators? Perhaps a more signifi- 
cant question would be, how many keep 
their vaccines on shelves in well-heated 
shops? 

Two conclusions may be drawn. First, 
the general practitioner should under- 
stand how much depends on his antitoxin 
being potent; or rather, he should under- 
stand how easily and completely this 
potency is lost if the material has not 
been rigidly kept under the proper condi- 
tions. 

Second, no druggist should be allowed 
to dispense antitoxin unless he can show 
that he has kept it under proper refriger- 
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ating conditions. This could only be 
ensured by means of inspection, and it 
might be difficult to arrange, but with 
the gravity of the issue involved it should 
not be too difficult. If necessary, the 


wholesale drug houses should shoulder 
the responsibility of distributing the 


Editorial 


RECREATION FOR THE PHYSICIAN— 
PROFESSOR R. TAIT MACKENZIE 


We publish in this issue a very interesting 
paper by Dr. Speechly, of Winnipeg, on the 
study of outdoor Nature as a recreation from 
the exacting and not infrequently depressing 
conditions of a physician’s daily routine. To 
those of our profession who live in districts 
which permit the possession of a garden in the 
immediate neighbourhood of their home we 
strongly commend the thoughts and suggestions 
contained in this article as a pleasant means of 
obtaining relief from the worries of their pro- 
fession. 

To the very few, however, is the talent given 
which would enable them to combine with the 
practice of their profession such an artistic and 
ennobling avocation as that possessed by Profes- 
sor R. Tait Mackenzie, formerly of McGill Uni- 
versity, but now Professor and Director of the 
Department of Physical Training in the Univer- 
sity of Pennsylvania. 

As a young student and afterwards as lec- 
turer on anatomy in McGill University and in 
the School of Art, Dr. Tait Mackenzie became 
greatly interested in the artistic beauty of the 
living form, and while still in Montreal, fash- 
ioned his first model of an athlete in action— 
The Sprinter—which at once attracted general 
attention and was exhibited in the Paris Salon 
in 1902. Since then Professor Tait Mackenzie 
during his leisure moments has produced a ser- 
ies of most artistic statues and statuettes, por- 
traits and bas reliefs, in all of which, while 
clinging to truth, he reveals in a masterful 
manner the beauty of the human frame. Dur- 
ing the late war Major Mackenzie served in the 
Royal Army Medical Corps as the commandant 
of a convalescent camp in England, during 
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antitoxin only to those druggists who 
can and will properly store it. 

The matter is one which is worthy of 
the consideration of medical men, indi- 
vidually, of their societies, collectively, 
and of all those interested in the care of 
public health. H. E. MacDermor 


Comments 


which he devised various valuable appliances 
for the re-education of deformed limbs and 
atrophic muscles. After the war he resumed his 
teaching position in the University of Pennsyl- 
vania. Since then, in addition to other artistic 
work, he has completed a series of war 
memorials for Canada, the United States and 
England. Among the most noteworthy of these 
is the memorial recently erected in Cambridge, 
England, ‘‘The Victorious Homecomer’’ and the 
Scottish memorial now almost completed which 
is to be placed in Edinburgh as a tribute from 
Seots in America to commemorate Scotland’s 
great war efforts. 

It is therefore with much pleasure, and with 
not a little pride in the fact that Professor Tait 
Mackenzie is a Canadian, that the Journal ac- 
knowledges the receipt of a pamphlet (reprint 
from International Clinics, Vol. ii, Series 35) 
giving a sketch of this Canadian’s life and 
work and containing illustrations of numerous 
portraits and medallions, some of them of 
old Montreal friends and all of them of unusual 
merit and distinction. A. D. B. 


We desire to acknowledge the receipt of the 
Annual Handbook of the British Medical Asso- 
ciation for the year 1925-26. As the Canadian 
Medical Association is now associated with the 
British Association many of the facts mentioned 
in this small volume will have a special interest 
to members of our Association. The volume 
contains a list of the officers of the Association 
and of the members of its various councils; also 
the names of the chairmen and honorary secre- 
taries of all the various local divisions. A short 
sketch of the constitution of the association, and 
a statement of its legal position and powers fol- 
low. In the section of general information we 
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note an account of the British Medical Journal 
and its work, a description of some of the newer 
publications of the Association, of the informa- 
tion bureau and of the intelligence department, 
and a short sketch of the work of the Associa- 
tion during the previous year. The librarian will 
forward to Canadian members on application a 
list of the periodical publications, official re- 
ports, and blue books available for issue on loan. 
Copies of this handbook, post free, 2/742, may 
be obtained on application to ‘the Financial 
Secretary. 


The Editorial Board of the Journal desires to 
congratulate the various provinces on the ex- 
cellent monthly provincial bulletins, which pre- 
sent to the profession in each province not only 
much interesting local news, but some excellent 
medical papers and medical case reports. Parti- 
cularly notable among these is the Nova Scotia 
Medical Bulletin, which not only gives an ac- 
count of the meetings of all the local societies, 
but in the past few issues has contained an inter- 
esting reprint of an article written by the late 
Dr. D. A. Campbell, of Halifax, on ‘‘The Pion- 
eers of Medicine in Nova Scotia’’; an article 
first published in the Maritime Medical News, 


The Daily Intake of Iodine.—The interrela- 
tion between iodine and the thyroid glands has 
become so familiar to both the physician and 
the intelligent layman that its significance no 


longer calls for explanation or emphasis. So far 
as the genesis of those thyroid conditions that 
are remediable by administration of iodine is 
concerned, fundamental facts have largely been 
wanting. There has been a well founded con- 
jecture that somehow in those regions where 
endemic goitre is most common the availability 
of iodine in the air, the potable waters or the 
food supply must be restricted in comparison 
with what is true in the areas of comparative 
immunity from goitre among both men and 
animals. The quantities of the element that are 
involved in these differences are extremely small 
—amount less than ‘‘parts per million’’ of the 
food and drink. Such minute proportions call 
for great refinement of analytic methods. It is 
the merit of McClendon, of the University of 
Minnesota, to have furnished striking illustra- 
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twenty-one years ago. Many of these pioneers, 
whose life story is briefly told, were United 
Empire Loyalists who in revolutionary days, 
and for their love of the Old Flag, gave up their 
homes and their practice in New England, and 
after suffering many hardships eventually made a 
new home and did excellent service in the various 
districts in which they settled in Nova Scotia. 
We hope to present to our readers in the near 
future an abstract of some of the more interest- 
ing life stories. 

We desire to congratulate also the Editor of 
the Vancouver Medical Association Bulletin. 
The October number contains an _ excellent 
editorial, a report on the Caseara Content of 
the wood and bark of the Rhannius Farshiana 
which grows in British Columbia; also a paper 
by Dr. J. G. Carr on coronary sclerosis—be- 
sides book reviews, and all the interesting local 
items. The November issue contains, besides 
much local news, the presidential address of Dr. 
J. A. Gillespie on the progress and future of 
medicine, and the excellent report of the Health 
Department. These monthly bulletins will do 
much to maintain not only a local esprit de corps, 
but also a high ethical tone in the profession 
in each province as well as throughout the 
Dominion. 


tions of the parallelism between the incidence 
of endemic goitre and the iodine content of 
foods derived from the regions especially con- 
cerned. A similar service has since been per- 
formed by von Fellenberg, of Bern, in Switzer- 
land. In places where thyroid disturbances are 
notably prominent, the distribution of iodine 
in air, water and animal foods in particular was 
found far less abundant than in other places 
known to be essentially free from endemic goitre. 
The differences were further accentuated by the 
contrasting iodine content of the excreta of per- 
sons in the localities compared. Relative rich- 
ness in iodine always accompanied the more nor- 
mal conditions. What this means in a quanti- 
tative way is differences of the order of magni- 
tude of 0.05 mg. of potassium iodide or 0.038 
mg. of iodine daily in the intake. Contempla- 
tion of such minute amounts—a few hundredths 
of a milligram—brings us to better realization 
of the large importance of ‘‘little things’’ in 
nutrition —Jour. A. M. A., Nov. 7, 1925. 
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Hssoctation Wews 


MEETING OF EXECUTIVE COMMITTEE 


met for two days, November 2nd and 3rd, in 
the Mount Royal Hotel, Montreal, with the fol- 
lowing members present: 


Doctors A. Primrose, (Chairman); <A. T. 
Bazin, G. Stewart Cameron, J. G. Fitzgerald, 
T. G. Hamilton, Chas. F. Martin, J. 8S. MeEach- 
ern, W. G. Reilly, F. N. G. Starr, S. L. 
Walker, Geo. S. Young and T. C. Routley. 

The other three members of the Committee, 
namely, Drs. David Low, Forrest Leeder and 
S. E. Moore, found it impossible to be present. 

The main items of interest dealt with are 
herewith detailed. 


Lister Memorial Fund 


Dr. Starr, Chairman of the Listerian Sub- 
Committee on Finance, reported that the fund 
now stood at $4,500, with every indication of 
the $5,000 objective being reached before the 
time of our next annual meeting. The monies 
are being invested in long term bonds yielding 
approximately 5 per cent interest, the accu- 
mulation of which at triennial periods is to be 
used towards defraying the expenses of bring- 
ing to our annual meeting an outstanding scien- 
tist and speaker to present the Lister Memorial 
Oration. The plan was inaugurated at the 
Ottawa Meeting in 1924, Dr. John Stewart, of 
Halifax, a one-time associate of Lister, being 
chosen to present the first oration. 

The Executive Committee is pleased to an- 
nounce that Sir Charles S. Sherrington, Pro- 
fessor of Physiology, Oxford, England, has been 
invited and has accepted the invitation to be 
our second Listerian Orator at the annual meet- 
ign to be held in 1927. 


Publicity 


During the past year the Association has syn- 
dicated weekly to some twenty papers popular 
health articles. At the Regina meeting Council 
instructed the Executive Committee to consider 
the continuance of this service. Dr. Fitzgerald, 
Chairman of the Publicity Committee, reported 
that as there are now so many agencies prepared 
to supply the press with health articles 
gratuitously, and as the operation of the depart- 


ment by us would cost $2,000 for the next year, 
and as the cost and labor entailed appears to 
be disproportionate to our many other duties 
and functions, that he recommended discontin- 
uance of the service, at least for the present. 
After careful consideration and full discussion, 
the Committee unanimously approved of the re- 
commendation. Our yearly contracts expired on 
November 30th. The Committee feels that the 
service accomplished in the main what it set 
out to do in that it established a friendly con- 
tact and a sympathetic understanding between 
many other organizations and our Association. 


Government Responsibility 
Indian Indigents 


Seattered throughout Canada on Government 
reservations dwell thousands of original Cana- 
dians—Indians—who, by our National Constitu- 
tion, are more or less wards of the Government. 

When illness overtakes an Indian, necessita- 
ting admission to hospital, the Government pays 
a per diem rate for maintenance but arranges— 
or at least in one instance did arrange—that this 
per diem rate, ($1.75 for Indians belonging to 
that province and $2.50 for Indians from other 
provinces) in each case will cover not only nur- 
sing, maintenance, ete. furnished at the hospital, 
but also the medical or surgical services, in- 
cluding the services of specialists required by 
the patients, the same to be rendered by doctors 
of experience on the staff. This 
arrangement was entered into without consulta- 
tion with the medical profession. 

At the present time an active Committee with 
Drs. H. W. Wadge and Lennox Arthur, of Win- 
nipeg, as Chairman and Secretary respectively, 
are making a careful canvas and study of the 
whole situation. It would appear to your Execu- 
tive Committee that the arrangements referred 
to are unfair to the medical profession—inas- 
much as the Government admits that the Indians 
have certain vested rights, entitling them to 
be treated not as indigents. The Committee in 
charge are in consultation with the Commis- 
sioner of Indian Affairs and hope to report 
favorably to the next meeting of the Executive 
Committee. 

The Executive Committee of the Association 


hospital 
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National Conference on the Medical Services 


The first National Conference on the Medical 
Services in Canada which was held in Ottawa 
in December, 1924, and attended by seventy-five 
delegates from all parts of Canada was pro- 
nounced by all interested as a distinct success. 
It was suggested at the close of the conference 
that it be repeated this year. During the year 
your Council and subsequently your Executive 
Committee have carefully considered the matter, 
finally resolving that it would be wiser to defer 
the second conference for a year. The longer 
interval will permit an accumulation of impor- 
tant problems to be discussed at the same time 
allowing the weight of opinions and pronounce- 
ments of the first conference to be reflected in 
the workings of the various organizations repre- 
sented. Dr. Primrose, Chairman of the Confer- 
ence, has been instructed to keep the matter be- 
fore him, to elicit inquiries and interest, and 
when he sees fit, to later suggest to the Execu- 
tive Committee that arrangements be put unde 
way for calling the second conference. 


Life Extension 


Under the titles of life extension, life pro- 
longation, periodic health examination, periodic 
physical examination, ete., much has been writ- 
ten and said of late years in regard to individual 
physieal check-up at more or 
intervals. 

The idea does not rest in theory. It is actually 
in operation. Large corporations are whole- 
saling and retailing the services. Individual 
practitioners in increasing numbers are being 
asked to render the service. Your Executive 
Committee has endeavoured to study the ques- 
tion very carefully. A special committee with 
Dr. Chas. F. Martin, of Montreal, as Chairman, 
is now engaged in preparing statements and 
medical examination forms for early publication 
in the Journal. The C.M.A. believes that phy- 
sical examinations of the well are desirable— 
but that this service can and should be rendered 
by the family physician—the general practi- 
tioner. To that end the labours of the special 
committee are being directed. 


less regular 


Federal Income Tax 


A special committee with Dr. A. T. Bazin as 
Chairman, was instructed to report upon this 
vexatious problem. Dr. Bazin in his report, 
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said in part: It would appear that among our 
membership there is some dissatisfaction either 
with the law or with the local interpretation 
It will be necessary to consult a 
number of experts in different parts of Canada 
who deal with income tax returns for physicians 
in both urban and rural districts. The Asso- 
ciation has secured one expert report on Income 
Tax in the form of an interpretation of the Act. 
Arrangements have been undertaken by the 
Executive Committee to secure from every pro- 
vince in Canada expressions of opinion and in- 
terpretations as recommended by the Committee. 
A subsequent report will be issued to the mem- 
bers dealing with the whole question and in a 
manner which we trust will be of distinct value 
to our profession. 


The British Pharmacopeia 


Dr. V. E. Henderson, Chairman of the Com- 
mittee on Pharmacy, reported that a revision of 
the British Pharmacopeia is shortly to be under- 
taken and that we in Canada have been re- 
quested to assist in the work. 

On the recommendation of the Committee on 
Pharmacy, your Executive Committee has for- 
warded through his Excellency, Lord Byng of 
Vimy, assurance of our willingness to co-oper- 
ate in the manner suggested, provided we are 
granted direct representation upon the com- 
mittee of revision. 

Canada heretofore has not been represented 
on any such committee. : 


Senior Life Membership 


The attention of all Provincial Association 
Executives and also our members generally is 
drawn to the following extract from the 
minutes :— 

According to our Constitution it is in order 
to elect ten senior life members each year. It 
was resolved that the Provincial Associations be 
requested to make suggestions, at least two 
months prior to the date of the annual meeting, 
of members of the profession in their respective 
provinces whom they would like to see elected 
to senior life membership in the Association. 


Royal College of Surgeons 


Council, at the Regina meeting in consulta- 
tion with Mr. Carson, the official delegate of the 
British Medical Association, spent some time 
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discussing ways and means whereby a closer 
contact could be established between the Royal 
College of Surgeons and our Association, with a 
view to facilitating for Canadians the obtain- 
ing of the Fellowship of that College. 

Your Executive Committee is pleased to re- 
port that the matter, when referred to the 
Council of the Royal College of Surgeons, was 
so sympathetically received as to eall for the 
appointment of a special Committee to consider 
it. We, in turn, have appointed a special commit- 
tee and the hope is expressed that these two com- 
mittees may find it possible to work out a plan 
which will ‘be highly pleasing and acceptable to 
both bodies. 


Narcotic Drug Evil 


From time to time your Executive Committee 
receives reports to the effect that there is no 
adequate provision in Canada for the care of 
drug addicts, other than to treat them as crim- 
inals in our penal institutions. 

In order that your Executive Committee may 
intelligently deal with the problem a special 
committee with Dr. T. G. Hamilton, of Winni- 
peg, as Chairman, has been appointed to study 
the question. Members who are particularly 
interested in this problem or who have any con- 
structive opinions to express, are cordially in- 
vited to write to the Chairman or to the General 
Secretary. 


Fakes, Nostrums and Quackery 


Frequently the Association is asked why we do 
not investigate certain forms of quackery and 
charlatanism and report upon same to our 


members. Recently attention has been directed 
to that hoax of several nations—the Abrams 
machine. Your Executive Committee announces 
‘that Doctors F. D. McKenty, of Winnipeg; A. 
MacG. Young, of Saskatoon, and W. H. McGill, 
of Calgary, have been appointed as a special 
investigating committee to report upon such 
evils and to recommend action by the Asso- 
ciation. 


Reduced Fee for Recent Graduates 


The special committee dealing with this mat- 
ter reported as follows :— 

‘*At the Regina meeting the Executive Com- 
mittee decided that recent graduates might be 
admitted to membership at a reduced fee. By 
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reason of the fact that an applicant is required 
to be a member of his provincial association, 
these bodies were requested to co-operate and 
make it possible for these young practitioners to 
become members of the provincial association 
at a similarly reduced fee. From the replies 


received it is evident that we may count on the 


closest co-operation, although the majority of 
the provinces must defer decision till their next 
annual meeting.’’ 

It has been decided to write each Canadian 
graduate of the past session offering our reduced 
fee privilege and urging that early identification 
be made with our organization. 


The Journal for Students 


The Executive Committee decided to offer the 
Journal to students in medicine in Canada at 
a yearly rate of $3.00. The student body is 
being so advised. 


Membership 


The following membership report covering the 
years 1924 and 1925 was presented :— 


1924 
Ontario 1114 
Alberta 63 
Quebec 310 
Saskatchewan 123 
British Columbia 213 
Nova Scotia 116 142 
Manitoba 273 366 
New Brunswick 58 60 
Prinee Edward Island. . 17 17 
Yukon 1 1 
Miscellaneous 19 26 
United States 80 126 
Newfoundland 9 10 


1925 
1146 
191 
317 
284 
234 


2396 2920 524 


In connection with the foregoing table the 
following points are of interest: 

We had a net gain of 22 per cent in 1925 
over 1924. 

In no province have we suffered a loss. 

Canadians and others to the number of 126 
in the United States are interested in our 
Association. 

Our membership represents approximately 
33 1/3 per cent of the profession in Canada. 

It should be very much higher and it is 
gratifying to note that we are definitely headed 
forward. 
. The Executive Committee decided that a mem- 
bership compaign should take place in every 
province. This matter has been referred to the 
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several provinces, and while we are highly 
pleased with a net gain of 22 per cent in 1925, 
we look fer even a better gain in 1926. 

If every member would interest just one con- 
frére to join the C.M.A. our position would be 
wonderfully improved. Send the General Secre- 
tary the name of one colleague who says he is 
willing to come in with us for 1926. 


Medical Survey 


Is the profession in Canada overcrowded? 

Are we graduating too many students? 

What percentage of our 
migrating? 

Are we getting only desirable candidates? 

Are all areas in Canada adequately served, 
medically ? 

These are some of the questions which passed 
under review of the Executive Committee. In 
order that they may be thoroughly analyzed and 
studied a special committee with Dr. Jasper 
Halpenny, of Winnipeg, as Chairman has been 
appointed to carry out a medical survey of Can- 
ada. The Committee has commenced its work 
and hopes to enlist the hearty co-operation of 


graduates are 


all individuals and organizations in Canada, in- 
terested in this professional, economical and 
social problem. 


Fellowship of Medicine 


An announcemeut of interest to Canadian 
Practitioners was made by our Managing Editor, 
Dr. Bazin, as follows :— 

‘*The Fellowship of Medicine is an organiza- 
tion dealing with post-graduate work in London. 
They occupy offices in the Royal Society of 
Medicine Building, and arrangements have been 
made whereby sixty or more hospitals, not con- 
cerned with undergraduate teaching, are com- 
bining for post-graduate teaching. The hope of 
the Fellowship is the erection of a large gen- 
eral hospital to be called The London Post- 
Graduate Hospital, which shall form the centre 
for post-graduate work. In the meantime, they 
are suffering from financial stringency, but have 
made considerable advance in bringing these 
sixty hospitals together- and having a central 
registration bureau in the Royal Society rooms 
from which information emanates to those seek- 
ing post-graduate work. I have made arrange- 
ments with them through Mr. Carson to pro- 
vide a full page in each issue of our Journal.’’ 


THE CANADIAN MEDICAL ASSOCIATION JOURNAL 


Undoubtedly the establishment of this fel- 
lowship of medicine in London will be widely 
approved in Canada. Already several of our 
members have signified their intention of taking 
advantage of the courses being offered. 


Official Fraternal Delegates 


One of the pleasing features of the Regina 
meeting was the presence of fraternal delegates 
from Great Britain and United States. The 
Executive Committee instructed that invita- 
tions be extended to both countries to honour 
us by sending fraternal delegates to our next 
meeting in Victoria. 


Interrelations of Workmen’s Compensation 
Boards 


During the compensation period under the 
Workmen’s Compensation Act, patients for 
various reasons have found it necessary to leave 
the province in which they were injured and 
from which they were receiving compensation. 
In some instances not only has compensation 
automatically ceased but no provision was 
allowed for the necessary medical care. Our 
Committee on Intra-Canadian Relations has been 
asked to take this question up with all provin- 
cial workmen’s compensation boards with a 
view to working out a basis of co-operation satis- 
factory to all parties concerned. 


Immigration 


Firmly believing that the progress of Canada 
in no small measure is linked up with a sane 
immigration policy, the Executive Committee 
expressed, on behalf of the Association, our wil- 
lingness to co-operate. with all governmental 
authorities in bringing to our country desirable 
people. At the same time your Committee 
recognizes that vigilance and care of the keenest 
type is necessary to keep our land from being 
cluttered up with undesirables both physically 
and mentally. We urge that the profession 
always shall use its prerogative to help in keep- 
ing out or sending out those who are not fit to 
be assimilated into Canadian citizenship. 


Fifty-Seventh Annual Meeting 


The week of June 21, 1926, has been selected 
for the time of our next annual meeting to be 
held in Victoria, British Columbia. 
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Victoria in June is irresistible. We have been 
singularly fortunate in securing as our head- 
quarters the beautiful Empress Hotel. Here 
ample accommodation presents for place of meet- 
ing, council rooms, exhibits and living quarters. 
The hotel can take care of 500 people. The 
entire plant has been placed at our disposal. 

Under the chairmanship of our President- 
Elect, Dr. Forrest Leeder, the entire member- 
ship of the Victoria Medical Society has been 
mustered together for committee work. Dr. 
Melbourne Raynor, who so ably represented the 
Society at Regina, has undertaken the arduous 
duties of local secretary. The entire society is 
keenly alive to its task and definite assurance 
is not wanting that the meeting will be one of 
the best in the history of the Association. 

A Central Programme Committee has been 
appointed to assist the local committee in arrang- 
ing for speakers. Both railroads have been 
asked to quote us on special cars and trains 
from various parts of Canada. 

Make a note of the time now. 


Week of June 21, 1926—and plan to go and 
take your family. 


Extra Mural. Post-Graduate Medical 


Education 


As announced at the Regina meeting, the 
Association has: received from the Sun Life 
Assurance Company, a most magnificent gift of 
$30,000 to be expended on Extra Mural Post- 
Graduate Medical Education during the coming 
year. The consideration of this problem was the 
most important piece of business engaging the 


COLLECTION AGENCIES 


- During the last month, I have received several 
letters from members of the Association, stating 
that they had placed outstanding accounts for 
collection in the hands of foreign agencies from 
whom they could receive neither money nor 
accounting. It would appear that fraud and 
deception have been practised upon those mem- 
bers who have engaged these agents, and members 
of the Association would be well advised to be 
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attention of the Executive Committee at this 
meeting. 

A fair amount of preliminary work had been 
done, in as much as several of the provincial 
executives had been met by the General Secre- 
tary, while all members of the Executive Com- 
mittee, representing the various sections of Can- 
ada, had been requested to come to the meeting 
prepared to express the views of their respective 
colleagues. 

The Executive Committee had the valued sup- 
port of Mr. A. B. Wood, Vice-President of the 
Sun Life Assurance Company, and Dr. C. C. 
Birchard, the Company’s Chief Medical Officer, 
in diseussing plans. 

It would appear that the desire of most of the 
provincial associations is to have travelling 
teams visit their component district societies at 
varying intervals during the year. The hearty 
co-operation of the universities and also of the 
provincial associations is assured in preparing 
our schedule to be offered. All sections of Can- 
ada have evinced a keen desire to participate in 
the work. It was finally decided by the Execu- 
tive Committee to appoint a Post-Graduate Com- 
mittee in the persons of Doctors Geo. S. Young, 
Alexander Primrose, F. N. G. Starr, J. G. Fitz- 
gerald and the General Secretary to carry into 
effect the operation of the scheme. This Com- 
mittee is meeting regularly and hopes soon to 
launch this service, although the main part of 
the year’s programme must necessarily be car- 
ried out following the winter months when trans- 
portation conditions facilitate the district meet- 
ings. Progress reports on the development of 
this department will be published from time to 
time in the Journal. 


thoroughly aware of the bona fides of any 
collection agency before handing over accounts 
for collection. 

We now have in our possession the name of 
one Company which certainly bears all the ear 


marks of being a fraud. 
address. 

If any member is in doubt about any agency, 
the Secretary will be glad to furnish advice upon 
request. T. C. Rout.ey. 

General Secretary. 


It has an American 
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Correspondence 


SMALL PERFORATIONS OF THE NASAL 
SEPTUM AND MY METHOD OF 
TREATMENT 


T'o the Editor: 

On February 10, 1922, I had the opportunity 
of operating, by a new method, on a young girl 
for an idiopathic perforation of the nasal sep- 
tum. The following month, this patient was 
presented before the Société Médicale de Mon- 
tréal, cured. I then wrote a paper giving my 
procedure, and the result I had obtained in this 
case, comparing it with other previous methods, 
and sent it to Le Congrés de la Société 
Francaise d’oto-rhino-laryngologie, Paris, July, 
1922. Later on, this work was published in 
full in French and English, in six different 
medical reviews and transactions of societies. 
Nearly all were printed during the first half 
of the year 1923; as may be seen in the biblio- 
graphy at the bottom of this page. 

I was surprised to read in The Laryngoscope, 
September, 1923, a paper entitled: ‘‘A new 
plastic procedure for the closure of perforations 
of the nasal septum,’’ by Dr. J. D. Lewis. 
This work was presented before the Minnesota 
Academy of Ophthalmology and Oto-Laryn- 
gology, November, 1922, without stating clearly 
if the author had yet performed this operation 
on a patient. No mention was made of my arti- 
cle, though it had been published in: Archives 
Internationales de Laryngologie, Otologie, Rhin- 
ologie et Broncho-@sophagoscopie, of Paris, in 
February, 1923, and in: Annals of Otology, 
Rhinology and Laryngology, of St. Louis, in 
June, 1923, that is to say: seven months, and 


Roy, J. N., Perforation idiopathique de la cloison 


nasale. Autoplastie avec lambeau pédiculé de la 
muqueuse. Guérison. Bulletins et Mémowes de la 
Société Frangaise d’oto-rhino-laryngologie, Congrés de 
1922; Perforation idiopathique, etc., Rapport de L’As- 
sociation des Médicins de langue Frangaise de 1’ Amér- 
ique du Nord, Congrés de 1922; Perforation idiopathique, 
etc., Archives Internationales de Laryngologie, Otologie, 
Ehinologie et Broncho-@sophagoscopie, Paris, fev., 
1923; Perforation idiopathique, ete., L’Union Médicale 
du Canada, Montréal, fev., 1923; Perforation idiopath- 
ique, etc., Revue de Laryngologie d’Otologie et de Khino- 
logic, Bordeaux, 15 aofit, 1923; Idiopathic perforation 
of the nasal septum. Autoplasty with a pedunculated 
flap of mucous membrane. Cure. Annals of Otology, 
Rhinology and Laryngology, St. Louis, Mo., June, 1923. 


three months respectively, before his own work 
was printed in The Laryngoscope. 

In reality there is but little difference be- 
tween my method and the one described by our 
colleague, and the principle of these new pro- 
cedures is absolutely the same in both cases. 
The modifications brought up by Dr. Lewis are 
not liable to give more chance of success, and 
his technique is not as easy as mine. In order 
to allow a comparison, I shall repeat textually 
what I have already written in the Annals, 
page 555, 556 and 557. 

‘‘In the description of this method, we are 
supposing the patient is seated with head tilted 
backward. In the case where the perforation is 
low enough to make it possible to take a flap 
appropriated from the upper part of the nostril, 
it is necessary, after application of a strong solu- 
tion of cocain and a submucous injection of 
novocain adrenalin, to make an incision parallel 
to the nasal bone, varying between two and three 
centimetres in length. This incision must touch 
the upper edge of the perforation and terminate: 
near the opening of the nostril. A second rec- 
tilinear incision is made, starting from the pos- 
terior limit of the first, in the direction anterior 
to the floor of the nasal fosse, and passing five: 
millimetres from the inferior edge of the loss of 
the cartilaginous substance. The opening of the: 
nostril is in its turn divided at the junction of 
the mucous membrane and the skin, and that 
section, which begins at the anterior part of the 
nasal floor, terminates on the same plan at the 
extremity of the vestibule. All the mucous. 
membrane which is behind the perforation is. 
taken away, and that which is in front is de- 
tached and turned back in such a way that it 
will close the opening of the septum. In effect- 
ing this manoeuvre one must be very careful to. 
preserve, at that part of the mucous membrane, 
an attachment to the edge of the perforation in. 
a manner that will give to it the best nutrition 
possible. A last incision of about three centi- 
metres is made at the upper limit of the nostril 
and parallel with the nasal bone, terminating at 
the vestibule. This pedunculated flap, which. 
must be as large as circumstances will permit, 
is very carefully detached and lowered in order- 
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that the middle part may be opposite the per- 
foration. Its raw surface is then in contact with 
the anterior piece of reverted mucous membrane 
which is also denuded, serving to close the loss 
of cartilaginous substance, and offering the best 
conditions of vitality which ean possibly be de- 
sired. Finally the flap is sutured with silk to 
the lip of the incision of the opening of the 
nostril, or coapted by means of small Michel 
clips. One must always apply a sufficiently 
firm dressing, for it must not be forgotten that 
this intervention is made on a mucous membrane 
which is very susceptible to hemorrhage. How- 
ever, thanks to the submucous injection of novo- 
eain adrenalin, the operation is almost blood- 
less. If the perforation is found to be placed 
too high to make closure possible with a flap 
sufficiently large taken from the nasal bone, it 
may be taken from the lower part of the nasal 
fosse, transposing the method of operation. 

It must also not be forgotten that once cut, 
the flaps of mucous membrane slightly retract. 
The dressings must be made in an aseptic manner 
to hasten the healing of the uncovered part of 
the septum and to prevent the suppuration 
which exposes these flaps to mortification. This 
method is much simpler than the others, while 
offering more chances of success.”’ 


Fic. 1—(a) Pedunculated flap. (b) Mucous mem- 
brane removed. (c) Mucous membrane partly detached 
and turned up to close the perforation. 

With my method, coaptation of the flap is 
effected quite simply at the opening of the nos- 
tril, and all my incisions are rectilineal. More- 
over, the phase of the operation which consists 
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in turning back the mucous membrane of the 
anterior part of the perforation to close it up, 
gives more stability to the flap which is applied 
on a denuded surface, and thus increases its 
vitality—something which is not possible in the 
other processes.”’ : 

Having not given any illustration in my pre- 
vious paper, I add to-day two figures which 
demonstrate clearly the technique I have just 
fully described. 


Fig. 2.—(a) Flap swung 


over to cover the perfor- 
ation. (b) Denuded area. 


Fic. 3. (Dr. Lewis’ illustration).—(a) Mucous mem- 
brane removed. (b) Flap swung over to cover the per- 
foration. (c) Mucous membrane removed. 


I call attention especially to the phase of oper- 
ation which consists in closing the perforation 
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with the mucous membrane, covering the 
anterior surface of the perforation itself, de- 
tached as far as the edge, and turned up, as 
illustrated by ‘‘e’’, Fig. 1, and described in my 
last paragraph dealing with the technique. Of 
course, it is well understood that if this mem- 
brane is a little too large for the closure of the 
perforation, a small part of it must be removed. 
With these explanations it will be very easy to 
compare my method with the one described by 
Dr. Lewis in The Laryngoscope, of September, 
1923. 

In order to allow the comparison to be made 
between my method and what has been pub- 
lished by Dr. Lewis, I add a design with explan- 
ations of the second figure illustrating his work. 

I conclude then by saying that the object of 
this paper is only to settle a question of priority 
in the description of a new procedure for the 
treatment of small perforations of the nasal 
septum. 

Yours truly, 
J. N. Roy, M.D., F.A.C.S., 
Associate Professor to the University of 
Montreal; Physician to the Notre-Dame 
Hospital; Laureate of the Academy of 
Medicine of France. 
Montreal, October 12, 1925. 


TO THE MEMBERS OF THE BRITISH 
MEDICAL ASSOCIATION 
IN CANADA 


To the Editor: 


No doubt you have been aware of the negotia- 
tions for affiliation which have for the last two 
or three years been proceeding between the 
British Medical Association, of which you are 


End-Results of Pleurisy with Effusion in 
Children —Of fifty-six cases of pleurisy with 
effusion in children reported by Graham the 
subsequent history was obtained in thirty-nine. 
Thirty-two children appeared to have recovered 
completely. In the remaining seven cases (17.9 
per cent of those traced) subsequent tubereu- 
lous lesions developed, and in two of these they 
proved fatal, while in one other the prognosis 
is extremely grave. In those cases in which a 
subsequent lesion did develop it became manifest 
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a member, and the Canadian Medical Asso- 
ciation, of which you are probably also a mem- 
ber. These arrangements are now complete and 
as from June 1, 1916, the Branch organization 
of the Association in Canada, which has for 
some years merely existed on paper, will cease 
entirely. 

This does not mean that the Association drops 
its Canadian members, for we wish to retain all 
those who are now members and should always 
be willing to weleome individual new members 
on the same terms as heretofore. It simply 
means that the nominal branch machinery, which 
has for many years not functioned, disappears. 

Members of the Canadian Medical Associa- 
tion, under the terms of the affiliation agree- 
ment, can have the British Medical Journal at 
the same price as our own individual members 
in Canada; they will be weleome to our Annual 
Meeting and to the use of our House when they 
are in London; and arrangements have been 
made between the two associations for the regu- 
lar interchange not only of official delegations 
but of information between the offices of the 
two associations. 

The Council in taking this formal step of 
declaring the branches of the Association to be 
discontinued, takes this opportunity of expres- 
sing to those who are still individual members 
of the Association its gratitude for their past 
loyalty and its hope that the new arrangement 
may be found effective as a means of binding 
more elosely together British practitioners in 
the home country and British practitioners in 
Canada. 

Yours faithfully, 
ALFRED Cox, 


London, Oct. 25, 1925. Medical Secretary. 


within one year after recovery from the initial 
illness. The most common evidence of a pre- 
viously existing pleurisy with effusion in a child 
is a flattening of the affected side. This was de- 
tected in 68 per cent of the cases, but gives rise 
to no symptoms, and tends to disappear as adult 
life is reached. It would seem unlikely that in 
pleurisy with effusion in children there is a 
primary lesion in the lung.—Glasgow Med. 
Jour., July; Jour. Am. Med. Assn., September, 
1925. 
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MEDICINE 


The Use of Urea as a Diuretic in Advanced 
Heart Failure. Crawford, J. Hamilton and 
McIntosh, J. F., Arch. Int. Med., Oct., 1925. 
The authors remind us that at one time urea 

retention was considered the causative factor in 
uremia. However, with the advance of clinical 
chemistry, it became established that if the func- 
tion of the kidney was good, urea could be given 
to patients for prolonged periods of time with 
impunity. 

The cases selected for treatment were those 
suffering from advanced cardiac decompensation 
which had responded only partially or not at 
all to the methods usually employed in the treat- 
ment of cardiac edema. The series included 
four cases of mitral stenosis with auricular fibril- 
lation, two cases of mitral stenosis, one case of 
aortic disease with auricular fibrillation, and one 
case of exophthalmie goitre with auricular 
fibrillation. 

Urea was given with a view to re-establish- 
ing a normal water balance by maintaining an 
adequate urine output, and also when slight 
edema had collected, to bring about its removal. 

The substance was given in a small quantity 
of water a short time after a meal, as gastric 
disturbance was less likely to take place if it 
were given at this time. Urea has a peculiar 
metallic taste, and is not pleasant to take. The 
patients, however, soon become accustomed to it. 


‘In four of the cases 30 gms. a day were admin- 


istered in divided doses of 15 gms. One dose 
was given at 8.30 a.m. and the other at 4.00 p.m. 
In four other cases the effect of increasing the 
quantity of urea was studied . At first 30 gms. 
a day was given; this was increased to 45 gms. 
a day, and in two cases to 60 gms. a day. 

In the cases treated, a marked improvement 
in the clinical condition of the patient took place 
which could be assigned only to the action of 
urea. The treatment succeeded in maintaining 
an adequate urine output and also in removing 
edema. As soon as the administration of urea 
was stopped, the urinary output immediately 
fell and the clinical condition became worse. 
When treatment was resumed an improvement 


again took place. The increase in urine output 
varied with the dose and followed closely the 
curve of urea excretion. With continuous ad- 
ministration, the daily urine volume was main- 
tained at an almost constant level. The response 
after administration was rapid, but the effect 
passed off in a short time unless the dose was 
repeated. The changes in urine volume and in 
urea excretion were dependent on the concentra- 
tion of the urea in the blood. In several of the 
eases there was a subnormal index of urea ex- 
cretion which seemed ascribable to advanced 
heart failure. The index tended to improve with 
urea administration, along with a general im- 
provement in the clinical condition. Toxic 
symptoms of any significance did not take place. 
The writers conclude by suggesting that urea 
is a useful drug in cases of heart failure with 
edema in which treatment of the cardiac con- 
dition has failed to remove the edema or main- 
tain an adequate water excretion. 

L. C. MonTGomMErRY 


On the Incidence of Bacterial Inflammatory 
Processes in Cardiovascular Defects and on 

" Malformed Semilunar Cusps. Abbott, M. E., 
Ann, Clin. Med., 1925, Sept., iv, 189. 


This paper brings out most strikingly the fact 
that cardiac or arterial defects or malformations 
of the valves of the heart, are especially liable 
to become the seat of acute inflammatory pro- 
cesses. Such areas, apparently, become easily 
infected by the more or less virulent micro- 
organisms which may occur in the blood, because 
of the tissue changes produced at their site by 


. mechanical strain or other trauma, or on ac- 


count of the actual deformity itself. This state- 
ment applies particularly to cases where there is 
a defect of the septum as well as that large 
group including congenital malformations of the 
semilunar cusps, coarctation of the aorta, and 
other conditions where there is a mechanical 
obstruction to the circulation. Patients with this 
type of congenital heart disease tend to live on 
into maturity, but are under a persistent menace 
from intercurrent disease, such as infective 
endocarditis or endarteritis. This has an im- 
portant clinical bearing, for these cases are 
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really in the same clinical category as those who 
have healed valvular lesions of old rheumatic 
' processes; they are, as Dr. Abbott puts it, ‘‘po- 
tential cardiacs, who deserve and demand a 
rigid protective care from focal infections.’’ 

Altogether 555 cardiac anomalies ‘‘of clinical 
significance’’ are considered. The incidence of 
infective endocarditis in these was found to be 
highest in the case of malformed cusps and 
defects in the ventricular septum. Next in 
order of frequency was pulmonary stenosis and 
then patent ductus arteriosus. It did not oceur 
in the defects in the upper parts of the inter- 
auricular septum, nor where there was complete 
absence of the interventricular septum, probably 
because these defects were not close enough to 
the endocardium of the valve. Nor was it noted 
in the extreme cases of congenital cyanosis, who 
usually die at an early age. 


This study also throws light on a difficult 
problem in the physiology of the circulation in 
cardiac defects. The lesion is usually on the 
right side of the heart, and this together with 
the presence of infarcts in the pulmonary cir- 
culation and the absence of these on the sys- 
temic side, is evidence that in these abnormal 
communications the blood flows from the left 
side (arterial) of the heart to the right. The 
vegetations in right-sided lesions in these defects 
are generally luxuriant, and it is thought that 
this may be due to the presence of the oxygenated 
blood. The same reasoning is followed in cases 
of patent ductus arteriosus, where also it seems 
most probable that the flow of the blood (the 
‘‘shunt’’) is from the arterial to the venous 
channel. In these last named cases, however, 
variations seem to occur readily. 

H. E. MacDermor 


The Value of Iron in Anemia. Williamson, 
Charles Spencer and Ets, Harcld N., Arch. 
Int. Med., September, 1925. 


The question as to whether inorganic iron is 
absorbed into the system and converted into 
hemoglobin has long been a debatable one. 
Some research workers have been convinced that 
iron is converted by the body into hemoglobin, 
while others, such as Whipple and his associates, 
feel that inorganic iron is of no value in simple 
anemias. The authors in this article carried 
out their investigation on large numbers of rats 
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and dogs, and used the quantitative spectropho- 
tometric determination of hemoglobin rather 
than the usual color-metric methods. 

Their method of attacking the problem was :— 
(1) To administer medicinal iron orally to rats 
with suitable controls; in other groups to ad- 
minister iron subcutaneously, and to compare 
the amount of hemoglobin in the blood and tis- 
sues of these with a group of non-injectéd con- 
trols. (2) To repeat these experiments in rats 
rendered anemic by single or multiple bleedings. 
(3) To determine the effect on the blood of 
young rats of medicinal iron administered to the 
mothers during the periods of gestation and lac- 
tation. (4) To control the results of the fore- 
going by similar experiments on a different type 
of animal, as well as to study the effects of 
intravenous injections of iron, for which pur- 
pose the rat is ill adapted. The diet used was 
the standard casein diet of Osborne and Mendel, 
yeast being added to carry vitamin B. The iron 
free diet was obtained by simply omitting the 
ferrous lactate from salt mixture used in 
making up the foregoing diet. The latter is 
really an iron-poor rather than an iron-free diet. 
The time for carrying out the experiments varied 
from seven to eight months. 


Their conclusions were as follows:—(1) Inor- 
ganic iron whether given by mouth, subcutan- 
eously or intravenously is absorbed and may be 
found especially in the liver and spleen, but is 
not converted into hemoglobin. (2) The admin- 
istration of medicinal iron to pregnant rats does 
not increase the hemoglobin concentration in 
the blood of the offspring. (3) In the experi- 
ments on dogs, it is shown that large doses of 
iron given hypodermically, not only do not 
increase the hemoglobin concentration, but 
have a definitely toxic effect. (4) Animals 
made anemic by one or several large bleedings 
do not recover any more rapidly when inorganic 
iron is given either orally or subcutaneously. 
(5)The efficiency of food iron is very pro- 
nounced, and animals on a diet containing food 
iron only, recover rapidly from hemorrhages 


that remove an amount of iron greater than 
exists in the entire body outside the blood. (6) 


In the light of the experiments carried out, the 


administration of inorganic iron would appear 
to be of no therapeutic value in anemia. 
L. C. MonTGoMERY 





ABSTRACTS: SURGERY 


The Symptoms of Intestinal Tuberculosis. 
Erickson, R. J., Amer. Rev. Tuberc., Sept., 
1925, xii, 1. 


Intestinal tuberculosis as a complication of 
pulmonary tuberculosis occurs far more often 
than it is diagnosed; it is known to occur in 
some 75 per cent of autopsies on phthisis. This 
lack of early diagnosis has led to the result that 
the prognosis is usually exceedingly bad. It is 
hardly likely, Dr. Erickson thinks, that a sharply 
defined and easily recognized early symptoma- 
tology will ever be discovered. The most that 
can be hoped for is suggestive evidence. In this 
paper he gives his conclusions in a study of 
100 cases of intestinal tuberculosis complicating 
pulmonary tuberculosis. 


In 59 per cent of these the intestinal distur- 
bances occurred by the end of the second year, 
and in 81 per cent by the end of the third year. 
In 58 per cent there was a history of previous 
intestinal symptoms, most commonly chronic 
constipation and indigestion. There was an in- 
sidious onset in one-third of the cases and a 
clearly defined onset in two-thirds. Constipa- 


tion was a marked feature in the picture at the 


onset of the case. Diarrhea was present in 
47 per cent, occurring somewhat more fre- 
quently in the morning.. Bleeding was found 
in ten per cent, and was a highly suggestive 
symptom when proved not to be due to hemor- 
rhoids. Diarrhea of more than a month’s dura- 
tion suggested a positive case in the proportion 
of six to one. Alternation of constipation and 
diarrhea was found in 12 per cent; it had no 
special diagnostic significance. 

General digestive disturbances were the most 
frequent initial symptom. They varied consid- 
erably in type, but the most usual were marked 
loss of appetite or aversion for food, distress 
after meals and ‘‘sour stomach,’’ These symp- 
toms, however, were not essentially different in 
eases of uncomplicated pulmonary tuberculosis. 

Constitutional symptoms out of proportion to 
the severity of the pulmonary disease were a 
highly suggestive feature in 17 per cent. 

It is concluded, therefore, that the careful 
study of the symptoms can be a considerable 
help, though the differentiation of the positive 
from the negative case is to be made more ‘on the 
severity, multiplicity and duration of the symp- 
toms than on their kind. H. E. MacDermor 
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The Effect of Spleen Extract and Bone Mar- 
row on the Blood Picture in Pulmonary 
Tuberculosis. Dunham, R. W., Am. Jour. 
Med. Sc., Sept., 1925, No. 3, p. 324. 


Dunham presents evidence that spleen extract 
and bone marrow produce marked improvement 
in the blood picture in tuberculosis. Ninety-one 
per cent of the cases of secondary anemia so 
treated showed marked improvement over a 
period varying from four to twelve weeks. 
Tables of red blood counts and hemoglobin esti- 
mations under controlled conditions are pre- 
sented in support of their statement that this 
treatment increases the production of erethro- 
cytes and hemoglobin. J. M. McEacHERN 


SURGERY 


The Use of Iodine in Goitre. Lahey, Frank H., 
Boston M. and S. J., Sept. 10, 1925. 


This surgeon notes that nearly all cases of 
goitre, regardless of type, coming to the clinic 
have received treatment with iodine. Iodine is 
useful in only two pathological thyroid condi- 
tions,—first, in small doses as a prophylactic in 
children, and secondly in preparing toxic thy- 
roid patients for operation, and when he says 
this, only those suffering from exophthalmie or 
diffuse hyperplastic goitre are included. 

The administration of iodine in nodular or 
adenomatous goitre is not only unsafe, but very 
dangerous. In no case in which nodules are 
felt should iodine be administered. 

The use of Lugol’s solution in exophthalmic 
goitre is solely a method for preparing patients 
for operation and has not produced a single 
cure when used for extended lengths of time. 

In borderline cases the diagnosis is obscured 
by the use of Lugol’s solution and it should be 
used only by the surgeon who is to operate on 
the case. 

One of the unfortunate aspects of iodine 
therapy is the apparent improvement of the 
patient. The previous intensity of thyroidism 
is not known to the surgeon, and a one-stage 
operation results in an acute thyroid storm and 
death. 

Some interesting microphotographs show in a 
striking manner the histological changes induced 
by iodine therapy and illustrate the necessity 
for pathologists to be in possession, not only of 
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the clinical history, but also of the amount of 
iodine which has been administered when inter- 
preting thyroid sections. J. M. McEAcHERN 


The Etiology of Acute Appendicitis. Warren, 
Shields, Amer. Jour. Path., 1925, i, 241. 


In a recent article by Dr. Shields Warren, of 
the Boston City Hospital, the etiology of acute 
appendicitis is discussed. Careful bacterio- 
logical and histological examinations were made 
of a large number of appendices removed un- 
der a variety of clinical conditions. As a result 
of these observations it would apear that acute 
appendicitis is not a disease due to one type of 
organism, but like acute tonsillitis, may be caused 
by a variety of organisms. The character of the 
inflammatory reaction, however, does not appear 
to vary with the organism met with in the 
lesion, excepting perhaps that it is more hemor- 
rhagic in those cases in which the streptococcus 
hemolyticus is found. Warren states that the 
earliest lesion met with is a necrosis or slight 
ulceration of the mucosa, not in the portions 
nearest the lumen as might be expected if the 
bacterial agent present in the lumen was causing 
the change, but in the folds of mucosa, and 
is very similar to the early inflammatory 
changes met with in the crypts of the tonsils. 
All the organisms found in the lesions with the 
exception of the pneumococcus are met with in 
the intestinal flora. The writer states that 
there is no need to assume a hematogenous ori- 
gin for the infecting organisms. The character 
and location of the early lesion are in favour of 
an invasion from the lumen. Any interference 
with the peristaltic action of the muscularis 
of the appendix, whether functional or struc- 
tural, will favour the accumulation of bacteria 
in large numbers and permit sufficient concen- 
tration of toxic products to cause a necrosis 
of the adjacent epithelium. Any obstruction of 
the lumen by kinking or scarring or by the pre- 
sence of fxcoliths would have the same effect. 
The fact that occasionally appendices show no 
organisms either on culture or on histological ex- 


amination may possibly be explained by assum- 


ing that a destruction of the invading organisms 
by the defence mechanism of the body had taken 
place, but only after the organisms have done 


serious damage. A. D. B. 
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Hematuria. Kretschmer, Herman L., Surg. 
Gynec. and Obst., May, 1925. 


Blood may be found in the urine at any age 
during life, but is more common in adults. It 
is more common in males than in females. Of 
the 833 cases studied, in 331, or 39.3 per cent, 
the bleeding was renal in origin and was due to 
tuberculosis, stone, pyelitis, malignant tumour, 
and nephritis. Therefore, the most frequent kid- 
ney lesions producing hematuria are of great 
importance. In 36.85 per cent the origin was 
in the bladder, and in this situation bladder tu- 
mour was the most frequent causative factor. 
Lesions in the prostate formed 15 per cent of 
the cases. 


In 1.3 per cent, the origin of the bleeding was 
not discovered, and the diagnosis not made. In 
these cases the patient may have passed a small 
caleulus before the examination, or the stone 
may have been of such composition that x-ray 
failed to reveal it. It may have been from a 
very early lesion of tuberculosis, or an acute 
infection of the kidney, or a small tumour, and 
lastly the blood may have originated in the 
genitalia. 

The author summarizes his paper by pointing 
out that hematuria is a symptom demanding 
complete investigation. It should never be 
treated symptomatically. The study of the 
series goes to prove the old assertion that hema- 
turia most frequently means tumour, stone, 
tuberculosis, infection, or nephritis. 

R. V. B. SHIER 


A Plea for the More General Use of Local 
Anesthesia in Tonsillectomy. Barnes, W. 
H., The Laryngoscope, Sept., 1925, xxxv, 707. 


Dr. Barnes was surprised to find how greatly 
the French depended on local anesthesia. In 
Paris, for example, tonsillectomy with few ex- 
ceptions is done under local anesthesia in adults, 
and with no anesthesia at all in children. In 
addition, there usually was an attempt to destroy 
the tonsils with diathermy, before doing the local 
tonsillectomy. 

The paper presents the advantages of local 
over general anesthesia in tonsillectomy, with 
admirable clearness; with the local anesthetic 
certain patients can be treated whose condition 
presents contraindications to a general anzs- 
thetic; the occurrence of such untoward events 
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as lung abscess and post-operative pneumonia 
is prevented; shock is lessened; the patient can 
give warning of premonitory symptoms of as- 
sociated trouble; unpleasant post-operative 
effects of nausea, vomiting, etc., are avoided. 

The disadvantages are discussed. As regards 
hypersusceptibility to the local anesthetic, Dr. 
Barnes claims that we know enough of the dan- 
gers of cocaine to be fully warned about it; 
novocain is the safest, in 4 per cent strength. 
If there is hyposusceptibility, help may be had 
by the administration of the bromides, or of 
morphine. There may be some obliteration of 
the landmarks by the anesthetic. 

He concludes by advising those who have not 
yet successfully used local anesthesia not to 
study the methods given in works on throat dis- 
eases by laryngologists. ‘‘The only safe and 
satisfactory results can be obtained from study- 
ing the works of regional anesthetists, such as 
Labat in this country and Canuyt and Rosier 
abroad.’’ He looks forward to the time when 
the general anesthetic will be used as seldom 
for tonsillectomy as it is for paracentesis of the 
tympanic membrane. H. E. MacDERMOT 


ANZESTHESIA 


Pulmonary Complications of Surgery. Gwyn, 
Norman, Am. Jour. Surg., Oct., 1925, p. 103. 


Within a three-year period in the Toronto 


General Hospital, pulmonary complications 
after operations placed 120 lives in jeopardy 
and caused the death of forty good risks. Gwyn 
considers the anesthetist free from blame for 
any complications beginning after seventy-two 
hours. Many complications occurring earlier 
are due to embolus, infarct or collapse of the 
lung. These conditions are rarely separated 
from the bronchopneumonias. Inflammatory 
complications occurring within seventy-two 
hours are probably due to the anesthetic. 
Embolism of fat is a not unimportant cause 
of post-operative circulatory failure or diffuse 
bronchiolitis with fever and cyanosis. The 
anesthetist is free from blame for massive col- 
lapse. More than 96 per cent of pulmonary 
complications follow operations on the abdomen. 
The differential diagnosis between broncho- 
pneumonia and embolism is discussed. Pul- 
monary complications occurring after local anes- 
thesia are generally due to massive collapse or 
embolism. W. B. Howen. 
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A Parathyroid Hormone and its Physiological 
Action. Collip, J. B., Ann. Clin. Med., 1925, 
Sept., vol. iv. 


This is a very welcome contribution to the 
literature on a subject which, as Prof. Collip 
remarks, is so voluminous and varied that any 
attempt to give an adequate review of it would 
be futile. 

To begin with, there is no doubt what- 
soever that the parathyroids are absolutely 
essential to life. How they function is not yet 
clear. Two theories have been advanced, 
namely, the calcium theory and the toxin theory. 
In the opinion of the author the calcium theory 
is by far the most rational explanation of all 
the observed facts, but he admits that the two 
are not absolutely incompatible. 

Any salt the injection of which precipitates 
calcium will produce muscular twitchings, since 
the-amount of calcium present in solution in the 
tissue and body fluids has been thereby dimin- 
ished. This was an observation made by Jacques 
Loeb, and is of fundamental importance to the 
calcium theory. Removal of the parathyroids 
produces these twitchings (tetany), and it has 
been repeatedly shown that such tetany can be 
controlled by giving calcium. Other well at- 
tested evidence is given to support the view 
that the parathyroids produce an internal secre- 
tion whose function is directed towards the 
control of the calcium metabolism. 

The adherents of the toxin theory hold that 
the essential function of the parathyroids is to 
remove the harmful element in such toxie sub- 
stances as guanidine, which may arise in the 
normal metabolism of protein. 

Up till recently, no parathyroid extracts have 
been produced. Now, however, Professor Collip 
reports that he has obtained from the fresh glands 
of the ox a highly potent extract which can 
completely replace the activities of the parathy- 
roid in the dog. This hormone, given sub- 
eutaneously and at proper intervals will keep 
the calcium content of the parathyroidectomized 
animal within normal limits, and if given to nor- 
mal dogs will produce an increase in the calcium 
in the blood. A normal dog seemed to show no 
untoward symptoms after the injection of the 
extract in small amounts, and could be used over 
and over again if a few days rest were given 
between tests. 

The result of overdosage, however, in the 
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normal dog was invariably fatal. The calcium 
curve was found to rise steadily, and if the in- 
jections were carried on after a certain concen- 
tration of this substance was reached, death 
ensued. 

The extract evidently contains a highly active 
and powerful substance. This was the more 
fully realized when it was found that it was 
easy to produce symptoms of overdosage and 
fatal results in dogs whose glands had been re- 
moved. The hormone concerned is evidently 
directly related to calcium metabolism and may 
be described as a mobilizer of calcium. 

As regards its possible use in therapeutics, 
Prof. Collip suggests that it may be of use not 
only in cases where the blood calcium is sub- 
normal but in certain other conditions where a 
mild hypercaleemia might be beneficial. But 
he concludes, ‘‘only by direct clinical experi- 
mental work can the ultimate value of this hor- 


mone as a therapeutic agent be determined.’’ 
H. E. MacDERMOoOT 


PAEDIATRICS 


Uremia in Acute Glomerular Nephritis. Black- 
fan, K. D. and Hamilton, B., Bost. Med. and 
Surg. Jour., 1925, Oct., exciii, 617. 


The careful study of nephritis in children 
may yet restore order from chaos in the inter- 
pretation of the adult forms. Acute glomerulo- 
nephritis and acute tubular nephritis are rela- 
tively common in children and are much more 
clearly defined both clinically and pathologi- 
cally. After summarizing the clinical and 
laboratory findings of each the authors proceed 
with a most interesting discussion into the cause 
and treatment of uremia. They state that a 
steady rise in arterial tension is the aura of im- 
pending uremia, that the cause of this tension 
is cerebral cedema and finally that the symptoms 
are relieved by measures which decrease the 
intracranial tension. While lumbar puncture 
may prove dangerous, the administration of 
magnesium sulphate by various routes will pre- 
vent the onset of cerebral symptoms. 

J. M. McEAcHERN 


Vaccine 


Treatment of Whooping Cough. 
Bloom, C. J., M.D., Arch. Pediat., Aug., 1925. 


The Bordet-Gengou bacillus can only be found 
in the bronchial secretion during the early stage 


of whooping cough. The bacilli produce a 
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necrosis of the epithelial membrane of the bron- 
chi and it is this that causes the characteristic 
symptoms of the disease. In order to obtain 
results with the vaccine two essentials are neces- 
sary. First, the vaccine must be freshly pre- 
pared—not more than ten days old. Secondly, 
large numbers of bacilli must be given. It is 
therefore necessary to have a laboratory pre- 
paring fresh vaccine every week. Bloom uses 
a vaecine containing 5,000 millions of pertussis 
bacilli combined with 3,500 millions of influenza 
bacilli per cubic centimeter. From 14 to 1144 
e.c. of this are given on alternate days until 
one of the marked symptoms shows a remission, 
then every third day. Begin with the maximum 
dose. No reactions of any moment occur and 
anaphylaxis has never been seen. After thir- 
teen years of experience Dr. Bloom has proved 
the efficacy of fresh vaccine both as a preven- 
tive and as a curative measure. 

L. M. Linpsay 


Comparison and Interpretation on a Caloric 
Basis of the Milk Mixtures Used in Infant 
Feeding. Powers, G. F., Am. Jour. Dis. 
Child., Oct., 1925, vol. xxx, p. 453. 


The title of the paper explains clearly the sub- 
ject matter of this study carried on in the De- 
partment of Pediatrics at Yale University. One 
of the first steps undertaken was to find out 
what the milk mixtures commonly used in in- 
fant feeding represent when their constitution 
is expressed in terms of their actual nutrients, 
independent of the medium, water, in which they 
are carried. Accordingly, the energy-yielding 
food components were estimated in terms of 
their respective percentage in the total caloric 
value of the food mixtures as fed; that is, the 
total caloric value of a given amount of food as 
fed is estimated, and the percentage relation- 
ships which exist between the total calories and 
the calories of protein, of carbohydrate and of 
fat are then determined, without any relation 
to their percentage volume. 

The infant foods studied can be divided 
roughly into seven classes, according to their 
calorie percentages. In the first comes human 
milk, of which a low protein combined with high 
fat is the outstanding characteristic, and no mix- 
tures surpass it in respect to this combination. 
Human milk stands apart from the commonly 
used infant feedings, indeed more conspicuously 
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than does cows’ milk itself, in spite of the en- 
deavour of most pediatricians to approach as 
near as possible to the one and to flee as far as 
possible from the other. All the so-called butter- 
flour mixtures fall within this class of low total 
calories in protein. In the second group comes 
cows’ milk in which the protein calories are 
higher, and the carbohydrate calories diminished. 
In the third group is whey, a food in which the 
protein and fat calories are lowered and the car- 
bohydrate much increased, three-quarters of the 
calories being in the carbohydrate. Skimmed 
milk falls in the fourth group and is the simplest 
food used in infant feeding, in the sense that it 
contains only two energy yielding food compon- 
ents. Protein milk in the fifth group is like 
skimmed milk a unique food, in that 30 per cent 
of the calories are allotted to protein, 15 per cent 
to carbohydrate and 55 per cent to fat. The high 
fat content of protein milk is shown by its per- 
centage composition, but it is strikingly brought 
out when the food components are shown in 
percentages of total calories. Sweetened con- 
densed milk, in which half the total calories are 
in added carbohydrate occupies a sixth group 
with some sweetened milk modifications, pro- 
tein calories 10 per cent, fat 25 per cent. Dr. 
Powers suggests that these mixtures differ from 
each other only in concentration (water) and 
probably contain the minimum of fat and less 
than the minimum amount of protein which it 
is safe to give any child for any considerable 
period of time. 


New Home for New York Academy.—Octo- 
ber 30, the New York Academy of Medicine will 
hold ceremonies in connection with laying the 
corner stone of its new building. The academy 
was founded in 1843 to promote the science and 
art of medicine, maintain a public medical 
library and promote public health. Its meetings 
have been open to all physicians and medical 
students; its public medical library is the only 
one in New York, and the Committee on Public 
Health, Hospitals and Budget has been active. 
Thus, the academy has served well its original 
triplicate purpose. In 1924, as the result of con- 
ferences held to discuss ways and means of ex- 
panding the activities of the academy, the Car- 
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In the seventh group are found practically all 
other milk mixtures used in infant feeding. 
hence called the majority group, and are closely 
allied in their caloric constitution to sweetened 
condensed milk in that the calories in protein 
vary from 10 to 20 per cent and in fat from 15 
to 30 per cent. Thus the mixtures fed to arti- 
ficially fed children contain somewhat more than 
10 per cent of the total calories in protein, and 
at least 15 per cent of the total calories in fat. 
In whole milk modifications these requirements 
are met if 60 per cent of the total calories are 
in milk and 40 per cent in added carbohydrate. 

This method of examination of the majority 
group shows the usual infant feedings to re- 
semble much more skimmed milk or protein milk 
than human milk, which is not what one would 
be led to expect from the percentage by volume 
composition. As Dr. Powers says, it is an aston- 
ishing fact that one-third strength cows’ milk 
with 5 per cent of added sugar, which is re- 
garded as an orthodox feeding, differs from 
sweetened condensed milk as it comes from the 
ean only in degree of dilution and extent of 
denaturization by cooking and storage. 

He concludes by saying that ‘‘it is a striking 
fact that the vast majority of successful milk 
mixtures used in infant feeding are unlike 
human milk, which stands apart from all other 
foods ; indeed the popular mixtures are as unlike 
human milk as they are unlike unmodified cows’ 
milk.’’ 


R. R. STRUTHERS 


negie Corporation pledged a larger building and 
the Rockefeller Foundation an endowment. These 
gifts aggregate nearly three million dollars. Such 
support makes possible six acquisitions; a full- 
time director, an executive librarian, a new 
library service, a bureau of clinical informa- 
tion, a committee on medical education, and 
a monthly bulletin. Of these, the bureau of 
clinical information publishes a daily list of 
operations in New York City; the Committee on 
Medical Education oversees local post-graduate 
courses and internships and gives information 
both to American physicians who intend study- 
ing abroad and to foreign physicians who wish 
to study in America.—United States News. 
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Miscellaneous 


THE HUMAN TOUCH IN 
PROFESSIONAL LIFE 


Abstract from an address on the opening of the 
winter session at Guy’s Hospital, London, 
September 26, 1925 


Masor Hay Berru (Ian Hay), C.B.E., M.C. 


I have labelled my discourse “The Human 
Touch in Professional Life,’’ by which I mean 
character or personality as compared with tech- 
nical knowledge and ability. One must not be 
regarded as a substitute for the other. No force 


of character, no attractiveness of personality in 
this world, can ever compensate for ignorance 
of one’s job, in your profession of all professions. 
Personality is useful, sometimes it is an invalu- 
able appendage to a man’s professional equip- 
ment, but it can never constitute an equipment 


in itself. I emphasize this rather patent fact 


because there is a general and dangerous tendency ~ 


in the world to exploit this personality to an 
absurd degree to the neglect and detriment of 
real training and thorough knowledge. 

It is true, I suppose, to say that as much 
healing is wrought by suggestion as by physic, 
and that many a patient gets well, just because 
he believes in his doctor. We need not go all 
the way with Samuel Butler who tells the story 
somewhere of a man who swallowed a doctor’s 
prescription in the belief that it was the actual 
medicine and was thereby immediately cured of 
a serious disease, but the human touch does 
count all the time. To a certain extent the 
physician is always playing a part, backing up 
the resources of science by the arts of the skilled 
advocate; mixing the powder with the jam in 
such proportions that the powder escapes notice 
yet achieves its purpose; doing everything in 
fact that is morally justifiable to create, maintain 
and increase the confidence of the patient in his 
own chances of speedy recovery. 

This brings us to the real heart of our subject, 
consideration of the gentle art of handling 
patients. I can say something about this because 
though I have never been a doctor I have occas- 
ionally been a patient. And I agree with you 
right off that patients are a most unreasonable 


tribe of beings. You can divide them into many 
classes, but we will take three for the purposes 
of illustration: 

1. Patients who are really ill. We need say 
no more about these, because they give little or 
no trouble. 

2. Patients who are rather ill but do not be- 
lieve in doctors, and tell you so, quite frankly. 
You know the man who says to his doctor “I 
only called you in because my wife insisted on it; 
I know, as well as you do, that this whole medical 
business in mere mumbo-jumbo, mere quackery, 
so don’t start taking my blood pressure or doing 
any conjuring tricks with thermometers and 
stop-watches. I know how my inside works 
better than you do, because it is my inside, not 
yours. You can leave me some medicine if you 
like, just to save your face; but I warn you I 
shall throw it out of the window.” That is the 
honest, bluff, hearty type, the type that has made 
the name of Englishmen respected all over the 
world (laughter). The simplest and most profit- 
able way with this individual is to employ the soft 
answer. You say “My dear fellow, I agree with 
every word you utter. Of course you are right; 
all medicine is nine parts faith and one part 
colouring matter, you and I both know that, so 
there is no use my prescribing in the ordinary 
way. It is a treat for a doctor to encounter a 
patient like you with whom he can be quite 
frank, a patient who does not want things wrap- 
ped up in meaningless phrases. You, as of course 
you probably know without my telling you, are 
suffering from—.”’ Here you give him the name 
of his complaint in Latin—two longish words, if 
possible, with a false concord thrown in—and 
you add a few scientific terms about reflexes and 
secretions, and wind up, if possible, with an 
incorrect chemical formula. After that, he will 
simply feed out of your hand. Technical terms 
are the medicine he wants. Many a man will 
positively enjoy a tennis elbow if he is allowed to 
refer to it in the club as ‘‘my synovitis.”’ 

Then we come to a third class of patient— 
the patient who thinks he is going to die forth- 
with, if not sooner, and has to be cheered up. 
In that connection I cannot resist calling, or re- 
calling, to your notice one of W. W. Jacob’s 
stories about that immortal trio Sam, Peter 
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Russet, and Ginger Dick. I want to read you 
an extract. Sam, you remember, was taken ill. 

“‘And,”’ continues the Night Watchman, who 
tells the story, “like most ’ealthy men who get a 
little something the matter with ’em. ’e made 
sure ’e was dying. ’E sent Peter out for a doctor, 
and in about ’arf an hour Peter came back with 
a sandy-’aired young man with red eyelids and a 
black bag. ‘Am I dying, sir?’ ses Sam. after 
tha doctor had listened to his lungs and ’is ’art, 
and prodded ’im all over. ‘We’re all dying,’ 
ses the doctor ‘only some of us ’Il go sooner than 
others.’ Peter and Ginger Dick took turns to 
be with Sam that morning, but in the arternoon 
the landlady’s mother, an old lady who was 
almost as fat as Sam ’imself, came up to look 
arter ’im a bit. She sat on a chair by the side 
of ’is bed and tried to amuse ’im by telling ’im 
of all the death-beds she’d been at, and partikler 
of one man, the living image of Sam, who passed 
away in his sleep. It was past 10 o’clock when 
Peter and Ginger came ’ome, but they found 
poor Sam still awake and sitting up in bed pror- 
ping ’is eyes open with ’is finger.” 

Well, that’s a good example of how not to do 


it. What a patient of that kind wants is to be 
reassured; that is where technical knowledge will 
not avail you so much as a cheerful presence and 
a confident manner, and here speaking from my 
experience as a patient may I be allowed to drop 


one humble hint to future G. Ps. Humanity 
fears one thing above all others, the unknown. 
What frightens a patient most of all is to have 
nothing definitely wrong with him. Once a 
definite cause has been assigned to his ailment, 
once you have hung a label upon it marked in 
plain figures and given him something physical 
to hold on to, he will endure almost anything; so 
if you can, be explicit with him on this point even 
although you may not have the slightest idea 
what is the matter with him. Tell him something 
that will keep his imagination from soaring into 
the regions of unhealthy speculation and you 
will do him good. Anything will do. A man is 
never frightened of a thing he knows all akout, 
or thinks he does. It is a good plan sometimes 
to be symbolic to illustrate a patient’s condition 
by some mechanical analogy. You can refer to 
trouble in his engine room, or explain that his 
dynamo wants tuning up, or his accumulators 
recharging, or that an overstrained spring must 
be relaxed. Something tangible and concrete 
like that—something he can bite on. Tell him 
that he is a Rolls-Royce body but that there is 


1279 


water in the carburetor, or the petrol pressure is 
faulty. That will cheer him up ten times more 
than telling him that his malady is functional 
not organic. It is strange the solid comfort a 
nervous patient can derive from having his in- 
terior compared with that of a motor car. But 
the comfort is there, especially if you tell him he 
is a Rolls-Royce. 

Yours is, I suppose, with the possible exception 
of the teaching profession, the most responsible 
profession in the world, and for that reason you 
may be proud and thankful that you spring from 
the race you do, because our race possesses in a 
peculiar degree a quality which is indispensable 
to men of your calling: initiative, the ability to 
act without running to someone else for instruc- 
tions; readiness to asume responsibility as a mere 
matter of course. To-day, all over the world 
wherever our flag flies, men you never heard of 
and never will hear of are shouldering reporsibil- 
ities, making rapid decisions, improvising work- 
ing expedients, and getting the wheels round 
somehow. They doit by sheer force of character, 
not for any special honour or glory, but because 
it is their job, and it is up to them and them alone 
to do it. These are the things which bring them 
through, and foremost among them I salute the 
members of your profession, because that pro- 
fession bears as heavy and proud a share of these 
burdens and those responsibilities as any. You 
are the standing army and navy of humanity. 
Your life is one long campaign on behalf of other 
people against ignorance, dirt, cruelty and disease. 
You bring us into the world, you attend us on 
our voyage through life; at any moment we may 
call upon you to dry-dock us, or more frequently 
assist us to carry out that most ticklish of under- 
takings, the execution of repairs while under 
steam; and when the time comes for us to pass 
beyond the horizon of human life, we call upon 
you again for the last time to assuage our suffer- 
ings and soften the pangs of death. One last 
reminder on the matter of my text. You will 
note I have heroically refrained throughout this 
rambling discourse from urging you to cultivate 
what is known as an agreeable bedside manner. 
I still refrain, but let me remind you once more, 
that a few words of cheery common sense and of 
unprofessional informality will often do more for 
the average patient than the whole of the British 
Pharmacopeeia. Steep yourselves as deeply as 
you may, in the knowledge and lore of your craft, 


but never forget the human touch. A.D.B. 
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LISTER MEMORIAL FUND 
SUPPLEMENTARY LIST OF CONTRIBU- 
TIONS FROM MAY list TO 
OCTOBER Ist, 1925 


The response to the appeal for contributions 
to the Lister Memorial Fund has been on the 
whole satisfactory, and I am now submitting a 
supplementary list of contributions up to date. 
I regret very much that I am unable to include 
Nova Scotia and New Brunswick in the list as 
they have been a bit tardy in their response, but 
knowing the men in these provinces so well, I 
feel certain that when they do contribute it will 
be in a very handsome manner, and the amount 
which was originally determined upon ($5000) 
will thus be secured. 

The members of the Association will be glad 
to learn that Professor Sherrington will probably 
deliver the Lister address in 1927. 

Yours faithfully 


Toronto, Oct. 24, 1925. F. N. G. Starr. 
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Prophylaxis of Whooping-Cough—V. Gillot 
(Bull. Acad. de Méd., February 10th, 1925, p. 
176), holds that while the prophylaxis of whoop- 
ing-cough by injection of the serum of convales- 
cents is a well recognized method, it cannot be 
frequently employed owing to the difficulties 
involved in obtaining the serum and preparing 
it for use. On this account he has had recourse 
to a new and very simple method which can be 
carried out by any practitioner. It consists in 
subcutaneous injection of whole blood into chil- 
dren who have been exposed to infection. The 
blood may be taken from a person who has had 


Ontario—Continued 
Amount brought forward 
W. McKeown Toronto 10 00 
A. 8. Moorhead 10 00 
N. Ls sae 10 00 
J. H. Wood 
Collected by Academy of Medi- 
cine, T 

Grey County Medical Society. . 
Renfrew County Medical Society 


$170 00 


10 00 
6 00 
0 00 
0 00 
$226 00 


Prince Edward Island 


Prince Edward Island Medical 


Society $70 00 
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F. G. Finley 

O. F. Mercier 

L. C. Montgomery 
W. G. Reilly 
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Saskatchewan 
Saskatchewan Medical Association 


Total by Provinces including Subscriptions received 
Prior to May 1, 1925 


Alberta 
British Columbia 


$4,341 00 
Less Exchange 8 69 


$4,332 31 
65 50 


$4,397 81 


We are requested by the Secretaries of the New 
Brunswick amd of the Nova Scotia Medical Associa- 
tions to state that the matter of a subscription was 
brought to their attention too late for action to be 
taken at their Annual Meeting. Action, however, 
will be taken as promptly as possible, and a generous 
response is certain. (Editor). 


Plus Interest (to April 30) 


whooping-cough at some time in his life, or from 
one of the parents without troubling to inquire 
if they have had whooping-cough or not. Dur- 
ing a severe epidemic of pertussis at Algiers in 
1924, Gillot employed this method at the chil- 
dren’s clinie with the following results: (1) 
All the children who were injected before the 
period of invasion were effectively protected 
against the disease. (2) Those who were first 
injected at the onset had only very mild attacks. 
Only one injection was given, the dose ranging 


from 2 to 5 e.em. 
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Obituaries 


DR. P. W. McKEOWN, C.B.E., B.A., M.D., 
C.M., M.R.C.S. 


Dr. Walter McKeown was born in Toronto in 
1866 and died on September 4, 1925. He was educated 
at St. Joseph’s Academy, Upper Canada College, the 
University of Toronto, and Trinity Medical College, 
from which he graduated in 1889. While a student at 
the university he joined the 
famous ‘‘K’’ Company of 
the ‘‘Queen’s Own,’’ with 
which unit he saw service 
during the Riel Rebellion. 
Subsequent to graduation 
he studied in London and 
gained the degree of 
M.R.C.S. On his return to 
Toronto he entered general 
practice in which he rapid- 
ly gained success. After 
some years of such work 
he specialized in surgery 
and was early recognized 
as a keen diagnostician 
and an expert operator. 
In 1900 he became con- 
nected with the staff of 
the university as a demon- 
strator in surgery. In 
1908 he was appointed 
chief of a surgical ser- 
vice in St. Michael’s Hos- 
pital, and Associate Pro- 
fessor of Clinical Surgery 
in the University of 
Toronto. In 1913 he be- 
came Chief Surgeon to St. 
Michael’s Hospital. Early 
in 1915 he went overseas 
as Lt.-Colonel with No. 4 
General Hospital, the Uni- 
versity of Toronto unit, and 
later was appointed Presi- 
dent of the Standing Medi- 
cal Board at Folkestone. In 
1917 he was given com- 
mand of the Imperial 
Hospital at Brighton, was 
promoted to the rank of 
colonel and awarded the C.B.E. On returning to 
Canada he resumed his professional duties and in 
1922 was appointed a member of the Ralston 
Commission. In May, 1925, having served a year 
as Vice-President, he was elected President of the 
Academy of Medicine, Toronto, but to the great grief 
of the Fellows, died before the opening of the session. 

The foregoing summary of the more important 


DR. P. W. 


Dr. Thomas Henry Crawford passed away at the 


Holy Cross Hospital, Calgary, on October 24th. By his 
death the city of Calgary has lost one of her foremost 
citizens, and the medical profession of the Province of 
Alberta, one of their leaders in medicine. Following a 
comparatively short illness which had developed with 
great suddenness he passed away at the Holy Cross 
Hospital, Calgary, on October 24th. Dr. Crawford was 
born in 1871 near the town of Athens, Ontario, in which 
place he received his early and high school education. 


McKEOWN, C.B.E., B.A., M.D., 
C.M., M.R.C.S. 


events of his Nfe indicate that in the death of Dr. 
McKeown, the medical profession of Canada has lost 
an outstanding figure, a man prominent in his profes- 
sional work, widely known and greatly respected. It, 
however, conveys no impression of his unique person- 
ality and peculiar charm. His courageous and inde- 
pendent spirit, his lightheartedness and humour, his 
wide knowledge and shrewd common sense, his kind- 
ness to the afflicted and his 
intolerance of any ignoble 
or unethical action, were 
such as to endear him to 
his friends and to win the 
respect of all. To know 
him was to love him. Dur- 
ing the nine months of his 
illness he displayed un- 
flinching courage and for- 
titude, which did not flag 
when, some weeks before 
the end, he realized that 
his condition was hope- 
less. Those who had the 
privilege of visiting him 
during his last days were 
provided with a wonder- 
ful and _ never-to-be-for- 
gotten example of how a 
Christian gentleman can 
die; his soul at peace with 
God and a smile on his 
lips. He lived an honor- 
able life during which he 
knowingly wronged no 
man, and dying he leaves 
behind a host of friends 
who will forever keep his 
memory green. 

The following reference 
is extracted from the min- 
utes of the Council of the 
Academy of Medicine, 
Toronto, September 25, 
1925: ‘*We recall his 
cheery, jaunty presence, 
his constant liberality of 
mind, his frank and toler- 
ant outlook upon life, his 
sound common sense, his 
excellent judgment, his unfailing regard for the 
interests and feelings of his patients, particularly 
in the wards of the hospital which he served so long 
and so efficiently. We set up in our memories his ex- 
ample as one bright and shining for ourselves to fol- 
low, like the lighted candle whose motto was, ‘while serv- 
ing others I am myself consumed.’ ”’ 

WILLIAM MAGNER 


For several years he taught in the schools of Leeds 
County, later entering Trinity College, Toronto, where 
he graduated in medicine in 1900. The following two 
years he practised in Perrington, Michigan, until 
1902, when he came west to settle in Calgary, where 
he has sinee practised. He has always been identi- 
fied here with the practice of obstetrics and his opin- 
ion and judgment in this branch of medicine have ever 
been valued by his colleagues. In 1905 he became 
associated with Dr. J. C. MeEachern, and later with 
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Dr. Willis Merritt and Dr. A. I. McCalla, of which 
group he was senior member at the time of his death. 
Since he was a man of high ideals and earnest of the 
public weal he soon became associated with many 
public activities in the city of his adoption. For many 
years he was active in Y.M.C.A. work and also in the 
Boy Scouts movement, being a member of the Tenth 
Troop executive. He took an active part and great 
interest in the affairs of the Calgary Medical Society, 
and after holding various offices, was elected President 
in 1922. During his tenure of office as a member of 
the Calgary City Council for two terms, he rendered 
fine services in the re-organization of the Municipal 
Hospitals Department. During the past year he was 
instrumental in bringing about the free inoculation 
of school children by the medical profession of the 
city against diphtheria and scarlet fever. Dr. Craw- 
ford’s presence will be greatly missed by his profes- 
sional colleagues of the city, not alone on account of 
his opinions, which were so often sought, but chiefly 
by reason of his kindly spirit and his interest in those 
who were striving after ideals in the profession of 
which he was an honoured member. He leaves a wife 
and daughter to mourn his loss. G. E. LEARMONTH 


Dr. A. J. Gibson, whose death is recorded with re- 
gret, was, before the war, an active member of the 
Victoria Medical Society. The late Dr. Gibson was 
highly respected by his colleagues in Victoria. 


The Victoria, B.C. profession, records its deepest 
sympathy with Dr. John A. Stewart, in his bereave- 
ment in the loss of his wife. The funeral service was 


attended by a large number of the members of the 
Victoria Medical Society. 


Dr. James A. MacMahon, one of the best known 
practitioners of the Niagara Peninsula died suddenly 
in St. Catharines on October the 29th. Dr. MacMahon 
was born in Toronto sixty-two years ago, and grad- 
uated from the University of Toronto in 1886; he prac- 
ticed in St. Catharines for a short while, moved to 
South Dakota and returned again to St. Catharines 
where he practiced continually for thirty-one years. 
Dr. MacMahon served for many years on the Board 
of Health and gave much of his time to public ser- 
vice in addition to carrying on his large general 
practice. 


Dr. Gordon T. Alley, of Charlottetown, P.E.I., died 
suddenly on October 31st. He was taken suddenly ill 
in the Charlottetown Hospital as he was preparing to 


Two Deaths from Administration of Barium 
Salts——In a review of the literature from 1910, 
twelve deaths from barium carbonate, six deaths 
from barium chlorid and four deaths from 
barium sulphid poisoning were found by W. D. 
MeNally, Chicago. He adds two cases of barium 
sulphid and barium carbonate deaths. Barium 
poisoning manifests itself by great weakness, 
salivation and nausea. Vomiting and diarrhea 
follow. The purging is very violent, and causes 
severe abdominal pains. At this stage, usually, 
the victim becomes very cold. There is a eatar- 
rhal affection of the conjunctiva, the mucous 
membrane of the respiratory tract and the nose. 
Paralysis of the extremities and finally of the 


trunk are succeeding developments. The mus- 
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attend his patients in the wards and passed away in 
@ very short time. He was the son of the late 
Judge Alley of the Court of Queen’s County, N.S. 
He was educated at Bishops College, Lennoxville, 
P.Q., and on finishing there entered upon the study 
of medicine in McGill University from which he grad- 
uated in 1899. He afterwards spent a year in the 
hospitals of Edinburgh, Glasgow and London taking 
the degrees of L.R.C.P. and F.R.C.S. Returning to 
Charlottetown he started the practice of his profession 
in that city and gained many friends and general 
respect. He took a great interest in civic affairs and 
was elected as member of the City Council. He did 
good service overseas during the Great War. His wife 
and daughter survive him. 


Dr. J. A. C. Rogerson, of Hunter River, P.E.L., 
died suddenly from internal hemorrhage while at work 
in his office on October 16th. He graduated in Arts 
from Dalhousie University in 1896 and was the Gold 
Medallist in his graduating class in medicine in 1900. 
After his graduation he spent a year as house surgeon 
in the Victoria General Hospital, Halifax, and another 
year as medical officer on board the 8.8. ‘‘Gulnare.’’ He 
at first located in the village of Vernon River, but in 
1910 he removed to Hunter River, where ever since 
he practised with much success. His widow and three 
daughters survive him. ALEXANDER MACNEILL 


Dr. J. C. Beatty, who was for some years patho- 
logist to the Regina General Hospital, after a linger- 
ing illness, died at Toronto. 


Dr. C. W. Burns, who was for several years prac- 
tising at Lucky Lake, died recently in hospital at 
Saskatoon. 


Dr. S. W. Radcliffe, one of the oldest practitioners 
of Moose Jaw, died recently in that city. 


' Dr. BR. H. Burrell Elrose was found dead sitting 
in a chair in a Saskatoon hotel. Death was due to 
heart failure. 


Dr. J. P. I. Clancy, who for several years prac- 
tised his profession at Semans, died as a result of 
taking a poisonous drug accidentally, instead of the 
medicine intended, which was placed immediately 
alongside. F 


Dr. R. Watkins, for many years a practitioner at 
Arcola, died recently. 


cles of speech become very weak early in the 
poisoning, and swallowing very difficult. Con- 
sciousness always remains to the end. ‘Treat- 
ment usually consists of ingestion of magnesium 
or sodium sulphate, stomach lavage, hot bags 
around the abdomen and spine, stimulation with 
aromatie spirit of ammonia, and strychnine in- 
jection. McNally urges that the barium sul- 
phate given to patients for roentgen-ray examin- 
ation should be only a chemically pure grade 
and be given by the person who is to make the 
examination. tach lot of barium sulphate 
should be tested for soluble barium compounds. 
In this way faulty prescriptions of physicians 
and careless dispensing by pharmacists would 
be avoided. —-Jour. Am. Med. Ass., June 13, 1925. 





Medical Hews from the British Empire 
AUSTRALIA 


An interesting survey of the development of fac- 
tory and shop legislation in Australia, has been given 
by D. G. Robertson, Director of the Division of Indus- 
trial Hygiene.* He depicts the growth of the Com- 
monwealth of Australia from the federation in 1901 of 
the ‘‘ Australasian Colonies,’’ not including New Zealand, 
the total area now included under the Commonwealth 
being 2,974,581 square miles, or about the area of the 
United States, without Alaska. 

Each state has wide legislative powers and func- 
tions, and the only industrial matter in which the 
Commonwealth exercises control—apart from the ad- 
ministration of its own territories—is in conciliation 
ard arbitration for the prevention and settlement of 
industrial disputes extending beyond the limits of any 
one state. 

At the time of the 1921 census an analysis of the pop- 
ulation was made which showed that out of a total of 
5,435,734, the proportion of breadwinners was 43.1 per 
cent. The decade 1911-1921 marked an interesting phase 
in the industrial development of Australia, inasmuch as 
during that period the persons engaged in manufacturing 
and other secondary processes became more numerous than 
those engaged in primary production. This is a fact 
which adds to the importance of the industrial legis- 
lation whose history has been referred to above. In 
their legislation the Australian states have closely 
followed that of Great Britain, although not all the 
states have by any means done so equally thoroughly. 
In 1921, however, the Commonwealth Government, as 


an expression of its wish to take all possible steps 
for the prevention of sickness or disablement, estab- 
lished a Division of Industrial Hygiene in its Depart- 
ment of Health. This speedily bore fruit. First of 
all, a study was made of the existing state legislation. 
It was found that there was considerable diversity 
in the standards and practice of the different states. 
Some states, for example, entirely prohibited the em- 
ployment of females in the processes of making white 
lead; others only demanded an age limit. 

The next step was that in September, 1922, a 
conference was held of delegates from the state boards, 
the labour departments, and the Commonwealth De- 
partment of Health, and an attempt was made to 
arrive at a concerted basis for standards and records 
throughout all the states. This confernce made many 
sound suggestions, e.g., the medical examination of 
all factory workers, the prevention of boys under four- 
teen from working, the keeping of standard records, 
the restriction of female labour in certaim trade pro- 
cesses, the appointment of female inspectors, that 
occupational diseases be notifiable, etc., ete. Another 
conference of the same nature was held in 1924, ane 
further work along the same lines was carried out, 
and whilst the results of these conferences have not 
been equally complete in all the states, many of the 
more important recommendations have been adopted 
by some. E. M. 


*The Journal of Industrial Hygiene, November, 1925. 


Hews Ftems 
PRINCE EDWARD ISLAND 


Prince Edward Island has mow been declared to 
be free from tuberculous cattle. Practically one hun- 
dred thousand head of cattle have been carefully 
examined by qualified federal veterinary surgeons; less 


than one-half of one per cent were found diseased 
and these were at once killed. A very careful quar- 
antine will now be maintained against the entrance 
of any diseased animals. ALEXANDER MACNEILL 


NOVA SCOTIA 


Dr. C. S. Morton, of Halifax, has gone to the 
sunny south to recuperate after a serious illness. His 
many friends will be glad to know that he is progress- 


ing splendidly, and expects to return home early in 
December. 


4 

The vital statistics of Nova Scotia for June, which 
have just been made available show 916 births and 
438 deaths as compared with 986 births amd 485 deaths 
in the corresponding month of last year. Deaths 
from tuberculosis numbered forty-four as compared 
with forty-eight in June, 1924. The infant mortality 
rate was 59.1, as against 89.3 in the preceding June. 


Of the several medical aspirants for parliamentary 


honours at the recent federal elections, the only one 
to succeed in Nova Scotia was Dr. John A. MacDonald, 
of St. Peter’s. Dr. MacDonald has represented Rich- 
mond County in the provincial legislature for several 
years, to which he was returned at the provincial 
elections in June last. He will thus go to Ottawa 
with not only the best wishes of his medical colleagues 
but considerable experience as a parliamentarian. 


The Osler Medical History Club, of Halifax, held 
its first meeting of the session on All-Hallows’ Eve, 
at the residence of Dr. M. D. Morrison. The host of 
the evening contributed an exhaustive and intensely 
interesting paper on Elie Metschnikoff, in the discus- 
sion of which all present took part. Particular interest 
attached to the remarks of Professor Boris Babkin, 
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who was at one time intimately associated with the 
subject of Dr. Morrison’s sketch. 


The graduating exercises of the training school 
for murses of the Nova Scotia Hospital were held on 
the evening of November 5th. The Hon. Gordon Har- 
rington presided, and made an address appropriate 
to the occasion. The graduates were addressed by 
Dr. M. G. Burris, of Dartmouth. Dr. Burris reviewed 
most interestingly the history of nursing, paid elo- 
quent tribute to the nobility of the profession, and 
very tactfully imparted much excellent advice to the 
members of the class. Under Dr. Lawlor’s energetic 
management this large hospital has been advancing 
in efficiency, and the course in nursing has been made 
very practical and complete. The exercises were fol- 
lcwed by a reception and dance in the recreation hall 
of the hospital. 


The Massachusetts-Halifax Health Commission has 
decided to materially curtail its activities, in order 
that the funds remaining may be expended over a 
longer period of time than would otherwise be possible. 
The health centre at Admiralty House in the north 
end of Halifax, and also the Dartmouth centre, have 
been closed. A few clinics are being continued, how- 
ever, in the north end of the city, as well as those 
which the Commission has been carrying on at the 
Dalhousie Health Centre. The staff of public health 
nurses has been reduced, and the laboratory work has 
been discontinued. With these restrictions the Com- 
mission will be able to continue its work for another 
two years or more. 


The Halifax Branch of the Medical Society of 
Nova Scotia opened the session most auspiciously, by 
a very enjoyable dinner at the Carleton Hotel, on the 
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evening of November 4th. In his presidential address, 
Dr. F. R. Little took for his title ‘‘The Réle of the 
General Practitioner,’’ and put forth an eloquent plea 
for such adjustment of medical education, relationship 
to specialism and relationship to voluntary health 
organizations as will assure the survival of the general 
practitioner in a position worthy of our traditions and 
of his value to the community. The programme pre- 
pared for the winter promises to be particularly good. 
Several clinical evenings have been provided, and one 
meeting is to be given over to a dental symposium, 
to be participated in by prominent members of the 
dental profession. In addition to papers by city prac- 
titioners, the Society will hear Dr. J. Appleton Nut- 
ter, of Montreal, on paralytic deformities—especially 
in childhood, and Dr. J. H. Allingham, of St. John, 
N.B.,/ on the surgery of pulmonary conditions. One 
evening is to be set apart for the much loved veterans, 
Drs. John Stewart and Murdoch Chisholm. 


Much to the regret of all who were associated 
with her, Miss Esther Beith has resigned the super- 
intendency of the Dalhousie Health Centre, to accept 
a position in Montreal. She has been succeeded by 
Miss Edith Fenton. The Health Centre has completed 
its first year very successfully, and has proved a great 
adjunct to the medical school, as the senior students 
receive instruction in minor maladies at the various 
out-patient clinics which are conducted there. The 
neighbouring hospitals have cooperated most cordially, 
and the several organizations which are housed within 
the building have found the facilities for coordinating 
their work to be very helpful. The plan upon which 
the work of the institution is based has interested 
dispensary, social service and public health workers 
in many places, and has attracted a number of visitors 
who have expressed admiration of its methods and 
equipment. 


NEW BRUNSWICK 


Dr. F. H. Wetmore, of Hampton, N.B., is at pre- 
sent in the Royal Victoria Hospital undergoing treat- 
ment. He has the best wishes of his confréres in 
New Brunswick for a speedy recovery. 

It is understood that Dr. Henry I. Taylor, of St. 
George, N.B., will be the next Minister of Health in 
the government of the Hon. Dr. J. B. M. Baxter, Dr. 
Taylor having been returned from the county of 
Charlotte at the recent provincial elections. 


Dr. H. B. Bustin has recently established his prac- 
tice in Port Elgin. 


Dr. E. J. Ryan, latterly the C.M.A. representative 
for New Brunswick, left St. John in October to take 
up a two-year course of post-graduate study in uro- 
logy at the University of Pennslyvania, leading to 
the degree of Master of Science. It is his intention 
on his return next year to St. John, to confine his 
practice to his specialty. 


Dr, L. DeV. Chipman is at present taking further 
special study at the clinic of Dr. Chevalier Jackson 
in Philadelphia. He expects to return in about two 
months. 


At the meeting of the St. John Medical Society 
in October, Dr. J. H. Allingham presented a report 
of a series of fourteen thoracoplastic operations which 
he had done at St. John County Tuberculosis Hospital. 
This series extended over a period of two years and 
the mortality had been nil. The improvement in many 


of the cases was spectacular and in all cases had been 
satisfactory. These reports were most carefully pre- 
pared and their presentation provided a most inter- 
esting evening. Dr. Allingham is to be congratulated 
on this work as he is the pioneer in such surgery 
in the maritimes. 


Those attending the annual meeting of the Amer- 
ican College of Surgeons at Philadelphia were: Dr. 
J. H. Allingham, Dr. V. D. Davidson, Dr. G. A. B. 
Addy, Dr. D. C. Malcolm, Dr. A. E. Macaulay, Dr. 
L. DeV. Chipman, of St. John; Dr. G. C. VanWart, of 


Fredericton, and Dr. J. B. McKenzie, of Newcastle, 
N.B. 


At the meeting of the provincial government, 
November 12th, Dr. H. I. Taylor, of St. George, was 
named for the senate of the University of New Bruns- 
wick to fill the vacancy caused by the resignation 
of Dr. Murray’ MacLaren, M.P. elect for St. John, 
Albert, who had been on the Senate for twenty-five 


years and who resigned because of parliamentary 
duties. 


At the Stone Church, St. John, N.B., on the 20th 
of October, the marriage was solemnized of Annie, 
daughter of Mr. and Mrs. T. E. G. Armstrong, to 
V. D. Davidson, of Fairville. Dr. and Mrs. Davidson 
are spending their honeymoon in the United States. 


The medical profession was, as usual, well repre- 


sented in the results of the provincial election. The 
physicians elected to the legislature being Dr. L. A. 





NEWS 


Violette, of St. Leonard’s, Dr. Benjamin Dougan, of 
Harvey Station, York Co., and Dr. H. I. Taylor, of 
St. George, Charlotte Co., N.B. 

In the federal elections, Dr. L. H. Price was re- 
turned from Moncton. 


Dr. H. L. Abramson, provincial pathologist, has 
returned from Quebec where he was engaged for a few 
days on medical legal business of his department. 


Dr. B. E. Puddington, of Grand Falls, N.B., re- 
cently suffered a disappointment. and considerable 
financial loss due to defective plumbing in his new 
house, flooding two entire floors, destroying plaster 
and furniture to an estimated cost of $2,000.. This 
accident happened just prior to the date the doctor 
intended taking possession. A. STANLEY KIRKLAND 


Dr. Taylor, of St. George, has become our new 
Minister of Health following his election to the pro- 
vincial legislature. It is generally felt that under 
his direction the health department will continue 
efficient. 


The election of Dr. Alphonse Sormany to the presi- 
dency of the New Brunswick Medical Society is a 
well deserved and popular recognition of the interest he 
has taken in society affairs for several years past. 


At the recent meeting- of the New Brunswick 
Medical Society at Campbellton the hospitality of the 
local doctors placed all present under obligation to 
them. In extending thanks to them we must specially 
mention Dr. L. G. Pinault who made the success of 
the affair his personal concern. 


The return of Murray MacLaren, M.D., C.M.G., 


as the representative of St. John at Ottawa was a 
very ‘popular one with St. John physicians. A leader 
in surgery, a citizen who always supported civic 
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efforts in a good cause, and one of the first Canadian 
doctors to go overseas, where he held high office in 
the C.A.M.C., Dr. MacLaren deserved well of his con- 
stituents and they showed their appreciation by elect- 
ing him with a majority of over 5,200. 


Dr. M. A. Oulton was elected as member of the 
provincial parliament at the recent elections. 


The defeat of the New Brunswick Government 
in the recent provincial elections entailed the retire- 
ment from public life of Dr. W. F. Roberts, who for 
eight years had been Minister of Health. Looking 
back on the results achieved in his department, Dr. 
Roberts must feel well satisfied. The establishment of 
a provincial laboratory, the inspection of every school 
child in the province, the tabulation of vital statis- 
ties, travelling clinics, public health nurses, free 
laboratory examinations, the establishment of serum 
depots at strategic points and the formation of health 
boards with permanent medical officials—all were due 
to his initiative and persistence. During the years of 
his administration New Brunswick led the world in 
health legislation, and if at times opposition was 
bitter and criticism harsh, time has proved the value 
of all these innovations. While many minor criticisms 
have been made on his work it will be admitted by 
all that under his administration the affairs of the 
health department were ably and successfully con- 
ducted. A tireless worker who had the faculty of 
instilling enthusiasm into those working under him, 
Dr. Roberts did everything possible to make easy for 
everybody the transition from the old incapable board 
of health to his modern conception of a health de- 
partment. Retired from office by the exigencies of 
our political life Dr. Roberts carries away with him 
the respect of the profession, and time will prove, and 
is already proving, that his efforts while minister of 
health were epoch making and of inestimable value 
to the people of his province. E. J. RYAN 


QUEBEC 


Dr. J. R. Breitenbacher, formerly Professor of Zoo- 
logy at the University of Oklahoma, has been added 
to the teaching staff of the Department of Zoology in 
McGill University. He will at the same time, con- 
tinue research work. 


Two Canadian surgeons were nominated for the 
positions of president and vice-president of the Amer- 
ican College of Surgeons which held its annual conven- 
tion in Philadelphia. They were Dr. Walter W. Chip- 
man, of Montreal, and Dr. Clarence Starr, of Toronto. 
Dr. Charles F. Nassau, of Philadelphia, was nomin- 
ated for secretary. They will take office in 1926. 


An endowment made ninety years ago in the 
interests of science by an old Montreal minister is 
recalled by the announcement at McGill University 
that Professor J. B. S. Haldane, distinguished bio- 
logist, and Sir William Dunn, reader in biochemistry 
at Cambridge University, will deliver the Somerville 
Lectures at McGill University in the last week in 
March next year. Ninety years ago the Rev. James 
Somerville, first regularly inducted minister of old 
St. Gabriel Church, Montreal, and a well known char- 
acter in his day left an endowment for a Series of 
lectures to be given under the auspices of the Natural 
History Society in medical and scientific subjects. Mr. 
Somerville had been a devoted member of the Natural 
History Society, and in addition to his pastoral duties 
had found time to take up the study of. natural his- 
tory as a hobby, and for many years the lectures were 


given under the auspices of the Natural History 
Society. Now that the Natural History Society has 
been absorbed by McGill University the terms of the 
endowment are being observed by the university. 


Three hundred beds will be at the disposal of 
tuberculous patients when the new hospital at Car- 
tierville, operated by the Sisters of Providence, throws 
open its doors in the near future. When all the wings 
are completed there will be an additional 199 beds 
available. The authorities of this hospital reported 
to the Municipal Health Department that they would 
be ready to receive patients during the early part of 
the month of January. Apart from the wards for 
tuberculous patients there will be 300 beds available 
for incurables. The old name of this institution 
which was the Hospital for Incurables, has been 
changed to the ‘‘Sacred Heart Hospital.’’ 


Dr. Donald C. Smelzer, formerly associate super- 
intendent of the Montreal General Hospital, has been 
selected to fill the post of superintendent of the Charles 
T. Miller Memorial Hospital and the Amherst Wilder 
Dispensary, at St. Paul, Minnesota. He succeeds Dr. 
K. H. VanNorman, who has become executive chief of 
the three large hospitals connected with Western Re- 
serve University in Cleveland. Dr. Smelzer has been 
with the Buffalo General Hospital for the past two years, 
and on leaving was presented with a sterling silver 
platter. GEORGE HALL 
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ONTARIO. 


On September 17th, at a meeting of the York County 
Medical Society held at the home of Dr. Langstaff, 
Richmond Hill, Dr. D. E. Robertson, of Toronto, gave a 


short address on ‘‘ Acute abdominal conditions in chil- 
dren.’’ 


On September 18th, Dr. R. I. Harris addressed the 
Sault Ste. Marie Medical Society on ‘‘ Acute abdominal 
conditions in children.’’ While in Sault Ste. Marie, 
Dr. Harris also conducted a clinic for crippled children, 
at the request of the Rotary Club of that place. 


At a meeting of the Welland County Medical 
Society held in Welland on Sept. 22nd, Dr. A. J. Grant, 
of Western University, London, gave an address on 
‘*Office treatment of hemorrhoids and kindred condi- 
tions under local anaesthesia. ’’ 


The Peterborough County Medical Society met on 
September 24th. an address was given by Dr. F. W. 
Rolph, on ‘‘The etiology, diagnosis and medical treat- 
ment of gastric and duodenal ulcer.’’ F 


The Victoria County Medical Society met at the 
Ross Memorial Hospital, Lindsay, on October 2nd, and 
enjoyed an address given by Dr. F. W. Marlow, of 
Toronto, on ‘‘Symptomatology of pelvic diseases.’’ 

The Niagara District Medical Association met at 
St. Catharines on October 7th. Dr. F. W. Marlow gave 
a talk on ‘‘Diagnosis and treatment of acute pelvic 
conditions. ’’ 

At a meeting of the Peterborough County Medical 
Society held at Peterborough on October 8th, Dr. G. 
McLarty gave an address on ‘‘Demonstration of the 
examination of the nervous system, with case reports 
illustrating points in their diagnosis.’’ 


On October 12th, Dr. Duncan Graham addressed 
the Lambton County Medical Society at Petrolia, on 
‘*Blood diseases.’’ 


Dr. Norman B. Gwyn, of Toronto, addressed the 
Hastings County Medical Society on October 15th, at 
Trenton, his subject being ‘‘ Early diagnosis and treat- 
ment of pneumonia and empyema.’’ 


The Harvey Club of London, was addressed by Dr. 
G. W. A. Aitken on Tuesday evening, October the 20th, 


his topic being ‘‘The hereditary factor in the etiology 
of disease. ’’ 


The Western Academy of Medicine met in London 
at the Western University medical building on October 
the 13th, Dr. Jonathan Meakins, of the McGill medical 


faculty, spoke on the subject of ‘‘The treatment of 
pneumonia’’; Dr. Norman Gwyn, of the Toronto medical 
faculty addressed the meeting on ‘‘The identification 
ot post-operative pulmonary complications.’’ 


Dr. H. W. Hill, for so long Professor of Hygiene 
and Public Health at the Western University of London, 
has accepted the position of Professor of Public Health 
of British Columbia. In addition to his teaching 
activities and scientific attainments, Dr. Hill had long 
ben interested in matters historical and had been presi- 
dent of the Harvey Club at the time when he relin- 
quished his post in London. 


Lord Dawson of Penn visited the medical institutions 
in Toronto early in October, and addressed the Academy 
of Medicine at the stated meeting on October the 12th, 
taking as his subject ‘‘ Hypertension with its causes and 
treatment.’’ 


An old graduate of Toronto in 1889, a past-president 
of both the Alberta and Calgary Medical Associations, 
and a well known practitioner in the person of Dr. 
William Egbert, of Calgary, was sworn in as Lieutenant- 
Governor of Alberta on October the 29th, succeeding 
in this office another well known physician, Dr. R. G. 
Brett, of Banff. 


QUEEN’S CLINICAL PATHOLOGICAL BUILDING 

Queen’s has many things to be proud of, in addition 
to her football team. Most valuable is the loyal alma 
mater spirit that pervades her graduates. One of the 
tangible proofs of this is the new Douglas Block and 
Richardson Laboratories that were opened last month. 
Dr. James Douglas, of New York, gave $100,000 for 
the building of the four-storey clinical building, which is 
adjacent to the Kingston General Hospital. The ground 
floor is equipped for the study of out-patients with space 
available for the x-ray and physio-therapy department, 
the electrocardiograph, dental department, ete. The 
second and third floors are for the accommodation of 
medical and surgical patients. The fourth floor houses 
the patients suffering from tuberculosis and four oper- 
ating theatres with amphitheatres for students. Each 
floor has a sun room with a delightful view overlooking 
Lake Ontario. 

The Richardson Laboratories are directly connected 
with the Douglas Block and accommodate the depart- 
ment of pathology. A well-lighted autopsy room with a 
refrigerated mortuary attached, excites one’s envy, 
especially when compared with similar arangements at 
Victoria Hospital. Class rooms and students’ laboratories 
for the study of pathology and pathological chemistry, 
a well-arranged museum and a number of rooms for re- 
search workers are provided. 

—Bulletin of the Harvey Club, London, Ont. 


MANITOBA 


Dr. J. P. Howden, a popular physician of St. Boni- 
face and Norwood, was elected to represent the con- 
stituency of St. Boniface in the recent Federal elections. 


Dr. Harry Morse has recently opened an office in 
the Boyd Building, Winnipeg. He is devoting himself 
to urology. 


Armistice day was observed by the members of the 
Medical Alumni Association and students of medicine 
at the Medical College. A short service was held in 
front of the tablet which commemorates the graduates 


and students of the college who have fallen in the cause 
of the Empire. 


Victoria Hospital, Winnipeg, has recently installed 
a new x-ray table of the latest pattern supplied by the 
Victor X-Ray Corporation of Canada. 


Dr. E. L. Norton is leaving Winnipeg shortly for 
London, England, where it is understood he has accepted 
a hospital appointment. 


Dr. H. D. Kitchen is acting as lecturer in the depart- 
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The Difficulties of 
Infant Feeding 


The failure of the Mother to feed her own 
offspring may be due to something lacking in 
her own diet. . 

The remarkably satisfactory results 
obtained by the addition of Virol to the 
diet of artificially fed children should be 
anticipated by the addition of Virol to 
the diet of the expectant and nursing 
mother herself. 


Virol contains : Bone 
Marrow, Beef fat, Malt 


Virol is essentially the food for growth extract, Lemon Juice and 


Salts of Lime and Iron. 
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organs of the digestion or excretion. 


By reason of its physiologically correct balance, its 

vitamin content, and especially because it is so 

easily assimilable, Virol is essentially the food 
for growth. 


VIROL 


Forty Million portions of Virol were given 
last year in 3,000 Hospitals and Infant 


Clinics in Great Britain. 
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ment of biochemistry, and Dr. Lennox Arthur as lecturer 
in clinical obstetrics. 


Dr. R. E. Alleyn, late of the Royal Canadian Air 
Foree at Victoria Beach will leave shortly for London, 
England, where he will take post-graduate courses. 


Dr. Hicks has recently moved from Ceylon, Sask., to 
Winnipeg, where he will engage in obstetrical practice. 


Dr. Digby Wheeler won the Frosst trophy offered 
for competition among medical golfers of Winnipeg. 


In a recent golf tournament between the dentists 
and doctors of Winnipeg, the latter were victorious. 


Dr. Campbell Macarthur is convalescing after a 
serious operation. 


The contract has been let for the nurses home 
at the Hospital for the Insane at Selkirk. 


At a meeting of the Children’s Hospital Board on 
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Nov. 5th, Dr. R. F. Rorke was appointed chief of the 
medical staff, and Dr. J. D. McEachern chief of the 
surgical staff. 


Dr. K. J. Backman has opened an office in the 
Avenue Block, for the practice of dermatology. 


Dr. Jas. Gorrell has resigned from the surgical 
staff of the Children’s Hospital on account of ill-health. 


The Rhodesian skull was the subject of an address 
delivered by Dr. J. C. B. Grant, Professor of Anatomy, 
at a recent meeting of the Scientific Club. 


Dr. C. D. Parfitt recently visited the sanatoria at 
Ninette and Qu’Appelle. 


Dr. R. J. Campbell, of Winnipeg, is Vice-President 
of the Council of the College of Physicians and Sur- 
geons of Manitoba. The name of Dr. J. R. Davidson 
was reported in error in the previous issue of the 
Journal. Ross MITCHELL 


SASKATCHEWAN 


Dr. H. G. Garrioch, formerly of Langham, Sask., 
who for a time practised at Ottawa, has returned to this 
province. He is now practising at Turtleford, in place 
of Dr. J. E. Nunn, who has taken over the practise of 
Dr. Millar, Battleford. 


Dr. W. J. Stanley Millar, formerly of Battleford, 
who was for many years a member of the Council of 
the College of Physicians and Surgeons, is now prac- 
tising at Vancouver, B.C. 


Dr. P. L. Straith, who practised at Central Butte, 
has moved to Regina. 


Dr. Robert Allan is now practising at Coronation, 
Alta. He was formerly located at Estevan. 


The new sanitorium, situated on the banks of the 
Saskatchewan River, at Saskatoon, is now filled to capa- 
city. This is the second sanitorium in this province 
which is operated by the Saskatchewan Anti-Tubercu- 
losis League, the first one being located at Ft. Qu’ap- 
pelle. Dr. H. C. Boughton, for many years on the 
staff at Ft. Qu’appelle, is in charge. 


Dr. Wodehouse, Ottawa, Secretary of the Anti- 
Tuberculosis League of Canada, was a recent visitor, 
and had many complimentary things to say of the 


institution itself, and the work being done there. At 
both institutions, patients are received for diagnosis 
only, if referred by their own physicians. 


Dr. C. W. Doran, formerly of Perdue, has opened 
an office at Saskatoon. 


Dr. McArthur, first President of the Swift Cur- 
rent District Medical Society, has moved to Orange, 
N.J. 


Dr. J. H. Moore has returned after doing post- 
graduate work in the United States, and is located 
at Aneroid. 


Dr. Claire Madge Onhauser, L.M.C.C., a recent 
graduate of Manitoba Medical College, has taken over 
the practice of Dr. George, of Harris. 


The following doctors, all whom are licentiates 
of the Medical Council of Canada, have recently 
located in Saskatchewan. Dr. W. S. Barclay, Estevan; 
Dr. J. W. Clark, Neilburg; Dr. F. L. Eid, Macklin; 
Dr. A. F. Nichol, Salt Coats; Dr. M. A. Currie, Regina; 
Dr. F. A. Ireland, Lipton; Dr. Saul Moscovitch, Sheho; 
Dr. H. H. Finlay, Hawarden; Dr. Donald Colin MacRae, 
Arcola. 


ALBERTA 


Dr. William Egbert, of Calgary, has been appointed 
Lieutenant Governor of the Province of Alberta, to 
succeed the Hon. Dr. R. G. Brett, who has held this 
position during the past eleven years. Dr. Egbert 
his lived in Calgary since 1904, coming from Ontario 
in that year. He was born in Brampton, Ontario, in 
1857. His parents were both of United Empire Loyal- 
ist descent. After teaching for some years he entered 
on the study of medicine at Toronto University in 
1885 and graduated in 1889. He then spent a year 
in London and Edinburgh in further medical studies. 
Since coming to Calgary he has always taken a keen 


interest in public affairs. In 1909-1910 he was a mem- 
ber of the City Council. He has been honoured with 
the presidency of the Alberta Medical Association, 
as well as by this position in the Calgary Medical 
Society. He has enjoyed the respect of the medical 
profession throughout the province, and has always 
been one of the most popular members of the pro- 
fession in Calgary. His elevation to this important 
position is well merited, and his colleagues feel that 
he will fill this position with dignity and with honour. 
On Tuesday evening, November 3rd, the members of 
the Calgary Medical Society met at the General Hos 
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pital to do honour to Dr. Egbert. Felicitous speeches 
on this occasion were made by the President, Dr. E. 
R. Selby, D.S.0O. as well as by Drs. G. A. Anderson, 
W. E. Spankie, M.C. Salmon and R. B. Deane, who 
in his inimitable vein, presented Dr. Egbert with a 
travelling bag, the gift of the members of the Society. 
Every one joined in extending to him the best of 
wishes in his new sphere of action. 


Mr. W. G. Hunt, Associate Secretary of the 
Alberta Medical Association and of the Council of the 
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College of Physicians and Surgeons, who has been 
seriously ill, is now making progress towards recovery. 


Dr. Ralph Fitzgerald, a graduate of McGill Uni- 
versity, who has been studying in London and Vienna, 
has registered in Alberta where he intends practising. 


Dr. W. F. Gershaw, a prominent surgeon of Medi- 
cine Hat, was chosen to represent this constituency 
in the recent federal elections. 

G. E. LEARMONTH 


BRITISH COLUMBIA 


The Blubber Bay, Texada Island, Hospital Asso- 
ciation has appointed Dr. Kingsley Terry, of Victoria, 
to take charge of its medical work as from the Ist 
December next. 


Dr. R. 8. Henderson, of Tranquille Sanatorium, is 
leaving on Nov. 15th for the Engineer Gold Mine, at 
which place he has been appointed medical officer. 


Dr. John Sandilands has returned to his old prac- 
tice at McBride, B.C., after an absence of about two 
years. 


Dr. C. D. MeBride has left Michel for the coast, 
and has been succeeded by Dr. G. F. Young. 


An executive meeting of the British Columbia 
Medical Association was held in Vancouver on October 
15th, when several important matters were dealt with. 
An important one dealt with was that of closer co- 
operation between the various medical bodies now 
existing in British Columbia, with a view to increasing 
the efficiency of the work done, and diminishing the 
cost to the individual practitioner. Considerable work 
has been done on this problem during the past few 
months and there is every indication that a satisfac- 
tory solution will shortly be found. A financial report 
made by the secretary-treasurer, showed that the Asso- 
ciation is in an excellent condition financially and 


that membership is keeping up well. Several mew 
members were elected. 


A lengthy report from Dr. T. H. Lennie, Chairman 
of the Industrial Service Committee, dealing with 
various aspects of industrial medicine, showed that this 
committee had been particularly active since its 
election. 


The Publicity and Educational Committee was 
reported on by Dr. Neil M. MeNeill, the Chairman, 
who has done a great deal of work in the matter of 
laying out a plan of campaign for the coming months. 


On October 15th, Dr. T. C. Routley, General Secre- 
tary of the Canadian Medical Association, ever a wel- 
come visitor to Vancouver, addressed a _ hurriedly 
ealled meeting of the British Columbia Medical Asso- 
ciation on ‘‘Extra Mural Post-Graduate Work in Can- 
ada.’’ The proposed scheme will be very beneficial 
to the profession in British Columbia, and it is hoped 
to publish full particulars in the next issue of the 
Vancouver Medical Association Bulletin. 


The Bulletin of the Vancouver Medical Association, 
has become very popular. Each number seems 
to be an improvement on its predecessor, and many 
favourable comments are received, particularly from 
out of town members. It is a useful and instructive 
journal, and its Editorial Committee is to be congratu- 


lated on the promptness of its publication on the first 
day of each month. 


‘At the November regular meeting of the Van- 
couver Medical Association, Dr. Hibbert Winslow Hill, 
Professor of Public Health and Bacteriology at the 
University of British Columbia, and Director of 
Laboratories at the Vancouver General Hospital, gave 
a very interesting address on the part played by the 
laboratory in clinical medicine. 


Dr. Wallace Bagnall has returned to Vancouver 
after an extended trip to the east, in the course of 
which he took post-graduate courses in Boston and 
New York, and also attended the Interstate Assembly 
Convention at St. Louis. 


In the November number of the Bulletin of the Van- 
couver Medical Association, the editor reviews suggestions 
put forward by Dr. J. W. McIntosh, M.O.H. for Burnaby 
in connection with a scheme for co-operation in health 
affairs of a Greater Vancouver and vicimity. A re- 
cent meeting of representatives of these municipalities 
was held under the auspices of the Vancouver Board: 
of Trade, at which resolutions favouring the establish- 
ment of such co-operation were passed. 


Dr. T. R. Ponton, Superintendent of the Hollywood 
Hospital, Los Angeles, has sent us the first annual 
report of that hospital, which is very interesting read- 
ing. Dr. T. R. Ponton is well known throughout Can- 
ada, in connection with his work in hospital stand- 
ardization. 


Dr. F. C. Bell, Superintendent of the Vancouver 
General Hospital, has recently returned to his duties 
after attending the meeting of the American Hos- 
pital Association at Louisville. 


The annual meeting of the Victoria Medical 
Society was held October 5th, in the Library Rooms, 
and was largely attended, about forty being present. 


Dr. T. C. Routley, General Secretary of the Can- 
adian Medical Association, addressed the meeting, and 
gave the Victoria profession some timely information 
and suggestions for its guidance in the preparations 
and conduct of the 1926 Canadian Medical Association 
meeting to be held in Victoria. 


The election of officers placed Dr. J. W. Lennox 
in the President’s chair. Dr. Thomas McPherson was 
chosen as Vice-President and Dr. Russell B. Robert- 
son, of Belmont Bldg., was elected Honorary Secretary- 
Treasurer. The Society is assured a very successful 
year with such a strong and active executive. The 
Library Committee was appointed as follows:—Dr. 
Forrest Leeder, Dr. George Hall, and Dr. M. W. 
Thomas. These gentlemen -act in conjunction with 
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Dr. N. M. Keith, Mayo Clinic, for whom a 
sample of S.E.C. No. 46, Ammonium Chloride was 
originally prepared, reports that the unpleasant 
taste and gastric irritation, which previously 
attended the administration of Ammonium Chlo- 
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effects. 
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the executive. Much progress has been made in the 
development of the Library—portraits of deceased 
members have been collected and hung in the Library. 


Dr. T. C. Routley was the guest of the Victoria 
profession at a luncheon held at the Empress Hote! 
on October 7th. There was a large attendance of 
members, and Dr. Routley spoke of the development 
of the Canadian Medical Association, the organization 
of the Canadian profession, and the progress of medi- 
cal work in Canada, dealing briefly with the proposed 
post-graduate scheme. Dr. Routley’s address was 
greatly appreciated and he was warmly thanked on 
behalf of those present by Dr. Forrest Leeder and 
Dr. R. L. Fraser, for the splendid stimulus and encour- 
agement he had brought to the Victoria profession. 
Dr. J. W. Lennox, the newly elected President, pre- 
sided at this luncheon. 


The regular monthly meeting of the Victoria Medi- 
cal Society was held in the Library Rooms on Novem- 
ber 2nd, and those present voted the meeting a suc- 
cess. The new executive has instituted a programme 
of abstracts from the current periodicals and bulle- 
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tins, and at this meeting Dr. W. M. Carr, radiologist 
at the Royal Jubilee Hospital, Victoria, dealt with re- 
cent advances in radiology and told of gall bladder ex- 
aminations by newer methods. 

Dr. M. W. Thomas briefly described some recent 
writings on newer phases of medicine, stressing the 
value of the Medical Library as a store-house of books 
and journals, whose covers enclose much valuable help 
to those who search their pages. 

Dr. Thomas McPherson told of what he had read 
in surgery, and some of the later contributions to 
surgical science. 

Dr. J. M. Fowler discussed recent literature in: 
pediatrics and told of the newer methods in the feeding 
of infants, as found in current literature. This discus- 
sion was much appreciated and was presented in a 
most interesting way. The Society will be looking 
for a longer paper from Dr. Fowler in the near future. 

Dr. Russel B. Robertson, revealed the help which 
one might obtain from the section of the Library de- 
voted to obstetrics and Gynecology, and brought to 
a close an interesting evening, which should be re- 
peated at least at quarterly meetings. This meeting 
is reported in hope that it will suggest a new type of 
programme for other societies, whether large or small. 


UNITED STATES 


ALVARENGA PRIZE OF THE COLLEGE OF 
PHYSICIANS OF PHILADELPHIA 


The College of Physicians of Philadelphia an- 
nounces that the next award of the Alvarenga Prize, 
being the income for one year of the bequest of the 
late Senor Alvarenga, and amounting to about three 
hundred dollars, will be made on July 14, 1926, pro- 
vided that an essay deemed by the Committee of 
Award to be worthy of the prize shall have been 
offered. Essays intended for competition may be upon 
any subject in medicine but must not have been 
published. The essay should represent an addition to 
the knowledge and understanding of the subject, based 
either upon original or literary research. They must 


Control Over Broadcasting.—Radio broad- 
casting is an important medium for the dissemin- 
ation of information on health and medical sub- 
jects. The health agencies as well as medical 
bodies and individuals have made use of this 
means of imparting information. There is need 
of vigilance lest quacks and venal exploiters 
broadcast information of a spurious character. 
One of the large broadcasting stations asked the 
Committee to assist in sifting the wheat from 
the chaff in the material offered. The Com- 
mittee felt it its duty to be of service in this 
connection in an advisory capacity, jointly with 
the Health Speakers Service of the Health Edu- 
cational Council of New York. 

The work of reading, deleting, and recasting 
papers submitted to this particular radio sta- 
tion is done by the executive officer of the New 
York Health Speakers Service. This latter 


be typewritten, and in English acceptable for pub- 
lication without necessity for editing by the Com- 
mittee. Amy illustrations should be appropriate and 
correctly annotated with the text. Essays must be 
received by the Secretary of the College on or before 
May 1, 1926. Each essay must be sent without signa- 
ture, but must be plainly marked with a motto and 
be accompanied by a sealed envelop having on its 
outside the motto of the paper and within the name 
and address of the author. 

The Alvarenga Prize for 1925 has been awarded 
to Dr. Raphael Isaacs, Boston, Mass., for his essay 
entitled: ‘‘On the Nature of the Action of Roentgen 
Rays on Living Tissue.’’—JoHN H. Girvin, Secretary, 
19 South 22nd Street, Philadelphia, Pa., U.S.A. 


organization was established by the New York 
Chapter of the American Red Cross during the 
war and several years ago was transferred to the 
Health Education Council of New York, which 
is composed of representatives of the principal 
health and medical organizations in the city, 
and which meets to discuss problems in health 
education common to all. Since the Health 
Speakers Service was taken over from the Red 
Cross, it has been financed by the New York 
Tuberculosis Association, It would be desirable 
if all the broadcasting stations would take ad- 


vintage of this service. It would likewise be 


desirable if, following the custom of the news- 
papers, talks of a purely commercial character 
were 


‘*advertisements.’’—New 
York Academy of Medicine, Public Health Com- 
mittee Report, 1924. 


introduced as 
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Be sure and note the accompanying illustration and 
description. 


In addition to the great advantage of this closure in 
removing a troublesome source of contamination, the 
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Book Reviews 


Symptoms of Visceral Disease. Francis Marion Pot- 
tenger, A.M., M.D., LL.D., F.A.C.P. Third edition. 
394 pages, 86 illustrations and 10 colour plates. 
Price $6.50 The C. V. Mosby Co., St. Louis. Can- 
adian agents, McAinsh & Co., Toronto, 1925. 


This book contains a study of the vegetative ner- 
vous system in its relationship to clinical medicine. It 
is divided into three sections of almost equal length. 
The first containing general anatomical, physiological, 
and pharmacological points of interest. The second deal- 
ing with the relationship of the vegetative nervous sys- 
tem to the symptoms of disease. The third with the in- 
nervation of important viscera and the more common 
reflex phenomena which are seen in daily practice. In 
the first section the author has added a short chapter 
(new in this edition) on the chemical and physical rela- 
tions of the cell to activity and nerve stimulation. 

To discuss normal physiological control, its dis- 
turbance by disease processes and by psychic influences 
in one small volume is a difficult task. The author has 
succeeded, however, in giving a practical working know- 
ledge of the systems involved and at the same time has 
produced a book in which perhaps the leading feature 
is the ease with which it may be read. 

In passing from the theoretical to the practical 
aspect of the correlation of chemicals such as calcium, 
sodium, and others, with the sympathetic and para- 
sympathetic systems he would seem to become over-en- 
thusiastic, as it is not common to find the great benefit 
from the exhibition of calcium in asthma, for example, 
which we would like to see and which he infers. It 
is probable that he only wishes to emphasize the rela- 
tionship of certain products with the body cells in 
order to stimulate thought along interesting roads. 

The general. practitioner, especially, will find this 
book gratifying because the doubtful points are discussed 
in such an intimate manner and a full and valuable ac- 
count of the common reflexes he meets in practice are 
given. 

The book contains 394 pages, is well printed on un- 
usually good paper and has many helpful diagrams as 
well as a complete bibliography and index. 

LEONARD MURRAY 


The Antiquity of Man. By Sir Arthur Keith, M.D., 
D.Se., LL.D., F.R.C.8., F.R.8., etc. Second edition, 
1925 Two volumes, 753 pages London: Williams 
and Norgate, Ltd., 14 Henrietta St., Covent Garden, 
W.C.2. 


In the author’s conception the Garden of Eden was 
world wide, and included ‘‘even England,’’ and in this 
garden the simple precursors of the human race had 
their origin and slow development. Their vast grave- 
yard is the crust of the earth, and in this their preserved 
remains are found. Indeed, the entire earth is to the 
paleontologist a great mine, yielding up its treasures to 
those who have eyes to grasp their importance and sig- 
nificance. From place to place over this wide expanse 
of territory Sir Arthur takes us in his systematic sur- 
vey of the physical evidences of early man and of the 
last resting places of these. England, various parts of 
Europe, Asia, Australia and America are visited and 
their documentary evidence thoroughly reviewed. From 
this evidence the author has drawn important conclu- 
sions, and summarized these in several instructive charts. 
From the chart of the genealogical tree of the human 
race and closely allied forms (frontispiece) it is apparent 
that the human stock has been divorced from that of the 
anthropoids since the middle of the Oligocene period—a 
matter of some 1,200,000 years. Sir Arthur pictures 


not one species of early man, but several, and there may 
even have been more than one genus. From this con- 
glomeration of species, inhabiting various parts of the 
earth, and contending with one another, with primitive 
animal foes, and with adverse climatic conditions, there 
has survived only one, and from this has developed. the 
many varieties of man which now inhabit the earth. 
In the Pleistocene period, which the author estimates to 
have lasted for two hundred thousand years, there died 
out a number of distinct human or humanoid races, as 
that of Pithecanthropus erectus, of Piltdown man, of 
Rhodesian man, of Wadjak man; indeed in this period 
there expired the great Neanderthal race, which at one 
time seems to have dominated a considerable part of 
Europe. One marvels at the great array of evidence 
which has been accumulated; one is filled with admir- 
ation for the patient and ardent labour of those scienti- 
fieally curious individuals who have given us these 
glimpses into the gloom of the past. The book abounds 
in fascinating pictures of our primitive forefathers and 
their near kin, on a land surface constantly undergoing 
slow change, now rising, now sinking to be covered by 
the sea; now warm and verdant, and again ground down 
by titanic ice-sheets, bringing their burden of clay and 
gravel to cover the traces of man’s activities, and his 
physical remains. 

How old is man of the modern type? Judging from 
the size of his brain he is very old indeed, for men with 
brains as large as those of any of the races now living 
flourished in mid-Pleistocene times—at least a hundred 
thousand years ago. Indeed, Keith says (p. 734), ‘‘We 
have reasonable grounds for presuming that man was 
approaching the human standard in size of brain by the 
commencement of the Pliocene period.’’ Often the large 
human brain controlled an individual whose visage must 
have been much like that of the modern gorilla, judging 
from such a skull as that of Rhodesian man, found at 
Broken Hill, in South Africa, in 1921. 

Sir Arthur writes not primarily as a geologist, 
but as an anatomist. His work will thus be of 
interest to medical men. This second edition, after 
numerous reprintings of the first, shows evidence of 
thorough revision, and brings in all the important new 
discoveries. It is profusely illustrated with clear figures 
and diagrams, and is written throughout in the charm- 
ing English which Sir Arthur’s many readers know so 
well. C. C. MACKLIN 


How to Live; Rules for Healthful Living Based on 
Modern Science. By Professor Irving Fisher, of 
Yale University, and Eugene Lyman Fisk, Medi- 
cal Director, Life Extension Institute-——Prepared 
in collaboration with the members of the Hygiene 
Reference Board of the Institute. 18th edition, 
completely revised, 1925. Funk and Wagnalls Co., 
New York, N.Y. 


The Life Extension Institute was founded in 1913 
as a self-sustaining philanthropy. The presidents of 
five large insurance companies in New York City at 
the invitation of the Hon William Taft, Professor 
Irving Fisher, and Dr. Fisk met one evening to dis- 
cuss whether it was possible to start and maintain a 
central clearing house of information regarding per- 
sonal hygiene, and by periodic physical examination 
prolong the lives both of the policy holders in the 
various companies and of other individuals who might 
seek advice. It was decided that an attempt should 
be made to prolong life, and this institute was started 
under the management of a medical director, and with 
the co-operation of a large board of medical advisors 
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chosen from men eminent in medical science and in 
educational work. Two thirds of any dividends aceru- 
ing are to be devoted to philanthropic purposes. 

This book How to Live may be called a by-pro- 
duct of this Institute, and has been written with the 
aim of presenting to the American public an author- 
itative guide to healthy living. It has already reached 
its eighteenth edition. Its important facts are pre- 
sented in a clear and interesting manner and in lan- 
guage intelligible to the lay reader. 

The first part of the book contains chapters on 
housing and clothing, and on diet and the various 
kinds of food. It lays down rules for daily activity, 
and for special exercises necessary for the develop- 
ment of the body. It details at length the important 
elements of individual hygiene, public hygiene and 
race hygiene. In the chapter on individual hygiene 
the statement is made by Dr. Dublin, of the Metro- 
politan Life Insurance Company that an analysis of 
the risks examined by the Life Extension Institute 
for this insurance company during the years 1914 and 
1915 shows a reduction of 28 per cent in the death 
rate of those who are periodically examined. In 
elderly people this reduction amounted to nearly 50 
per cent. 

The second part is devoted to a discussion of 
special subjects which have to do with health and 
nutrition. In this section are chapters containing 
special dietaries suitable for special conditions; special 
forms of exercise; and a long chapter is devoted to 
a discussion of the effects of alcohol, tea and tobacco. 

All the statements made in this volume are made 
with the authority of men who are leaders in the 
various departments of medicine. It has been written 
with an altruistic aim. It is a volume that every phy- 
sician can thoroughly recommend to his patients. Its 
influence will be entirely for good. As 95. 


An introduction to Dermatology. Sir Norman Walker. 
Eighth edition. 373 pages, 80 illustrations, 92 
plates. W. Green & Son, Liimted, Edinburgh, 1925. 


That a book should be in its eighth edition is in it- 
self a sign of considerable vigor, and those who know Sir 
Norman Walker’s writings will readily acknowledge 
this vigor. The present edition shows much rewriting, 
with the inclusion of a considerable quantity of new mat- 
ter. The practical nature of the book is clearly evident 
throughout, and has been emphasized still further by 
the leaving out of certain rare conditions, which are 
more adequately dealt with in the larger textbooks. 

A work on dermatology can hardly have too many 
illustrations, and by no means the least notable addi- 
tion to this book is the increased number of admirable 
coloured plates. 

The clearness and force of the writing (not to 
mention the very evident vein of humour), and the 
rich dermatological experience embodied in _ this 
volume, make it a guide of great value alike to the 
student and to the practitioner. H. E. MacDERMorT 


A Practice of Gynecology. By Henry Jellett, M.D., 
F.R.C.P.I. Fifth edition. 744 pages, 417 illustra- 
tions. Price $8.50. Messrs. Lea & Febiger, Phila- 
delphia, 1925 


The fifth edition of this Practice of Gynecology 
contains much new and interesting material. ‘‘Men- 
struation and its Disorders’’ embraces briefly modern 
views on the subject. A classification of ‘‘Sterility’’ 
is given and the methods of diagnosis described in- 
clude the Rubin test. Indications and choice of oper- 
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ations for various conditions, as well as the general 
principles governing gynecological operations are out- 
lined. Amongst the operative measures ‘‘ Mayo’s re- 
pair of vesicovaginal fistula,’’ ‘‘the Manchester oper- 
ation,’’ ‘‘the interposition operation’’ are particularly 
well described and illustrated. 

One chapter is devoted to radiotherapy. It is 
noted that the actual cautery in the treatment of endo- 
cervicitis is not mentioned. Surgical anatomy as well 
as pathological anatomy is appropriately inserted. The 
section on the pathology of tumours includes a descrip- 
tion of adenoma of endometrial origin. 

The book, with 417 illustrations (many of them 
coloured) is clearly written and refreshing to read. 
The author, in some 726 pages, brings the subject of 
gynecology up to date in a crystallized form. » 

A. D. CAMPBELL 


Allergic Diseases. Diagnosis and Treatment of Bron- 
chial Asthma and Hay Fever. W. Strom Van 
Leeuwen. 152 pages. Price $4.50. Lippincott Co., 
201 Unity Bldg., Montreal, 1925. 


This is a succinct survey of the subject of allergy 
and it brings out two points of fresh interest; the 
first is the theory that asthma is due in some cases 
to a distinct miasma or climatic influence. Dr. Van 
Leeuwen supports this theory with much interesting 
experimental work and observation. 

The other point is his belief that there is one 
substance which will always give a positive reaction 
in those who exhibit some form of allergy. This sub- 
stance is human dandruff. The value of this obser- 
vation lies in the fact that the diagnosis of an allergic 
condition is not always easy to make; it means some- 
times a great many cutaneous tests at random before 
one positive result is obtained. Whereas Dr. Van 
Leeuwen suggests that if no reaction is produced by 
human dandruff there is probably no allergic condi- 
tion present. 

The style of the book is clear and the reasoning 
easy to follow. H. E. MAacDERMOT 


Allergy, Asthma, Hay Fever, Urticaria and Allied 
Manifestations of Reaction. Duke, William W., 
Ph.B., M.D. 339 pages, 75 illustrations. Price 
$5.50. The C. V. Mosby Co., St. Louis, 1925. 


Dr. Duke has approached his subject from the 
clinical point of view. No one who has studied hyper- 
sensitiveness will fail to admit the fascination of the 
subject. It presents in a degree not excelled by many 
other branches of medicine the quality of unexpected- 
ness. And, as Dr. Duke points out the interest is 
more than theoretical when it is realized that about 
15 per cent of individuals are affected by some form 
or other of hypersensitiveness. The manifestations, 
too, are protean in variety. 

The book is based upon a practical experience 
extending over twelve years and data are collected 
from very carefully taken case histories. 

Dr. Duke brings forward evidence is favour of 
the view that true allergic reactions may result from 
the action of physical agents such as light, heat, cold, 
mechanical irritation, ete. It is a little difficult to 
see why conditions resulting from these agents should 
be considered in a new group, for the close associa- 
tion between such allergic manifestations as asthmatic 
seizures, e.g., and physical changes, is a familiar one. 

As a stimulating contribution to an enormous liter- 
ature this book can certainly be recommended, both 
from a practical and theoretical point of view. 

H. E. MacDERMOT 








